TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phys’ 


VR ALS (4) of 


20M 


completely filled in by the funer, 
jove carbon papers. Pages 1 ani 
any event, within 72 hours after death, 


ransit permit. Then ple 


director, page 3 should be detached for use as the bur! 


1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 
ana OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH NS5H2 
a PLAGE DF DEATH eX PSUADHES [DENCE (Where deceased sa ME etree Residence before admission) 
Carroll MARYLAND : Yaryland oN Rrederick 


b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


sville hhyrs.imo.29dys.  Thurmont 
4. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, glve street address) || d. STREET ADDRESS 6. 1S RESIDENCE 


Springfield State Hospital _l ves) _nobd 


3. NAME OF First Middle Last 4, DATE Month Day Year 
DECEASED OF 
(ype or pgipt) MARGARET (NNN) ADAMS DEATH March i 
5. SEX 6. COLOR OR RACE | 7, waRRIED [-] NEVER MARRIED [of] | © DATE OF BIRTH 9. AGE (In years /If UNDER I YEAR|IF UNDER 24 HRS. 
5 2h 1897 S34 Irthday) Months | Days | Hours | Min. 
Female White. wipoweD [-] pivorceD [-] ~2ha1 89 = 


10a, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR IL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and 


Housework Maryland. __ 06K > 
13. FATHER'S NAME | 14. MOTHER’S MAIDEN NAME 
Clarence C,. Adams 
15. WASDECEASED EVER INU.S. ARMEDFORCES? } 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
No Unknown Records, Springfield S J 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] PNSELaNe PETA 
PART |. DEATH WAS CAUSED By: wh mary abs Ss 
IMMEDIATE CAUSE (2) Left p = meee 
DUE TO 
Conditions, If any, which {b) 
gave rise to immediate 
cause {a), stating the DUE TO 
underlying cause last. {c) 8 ee 
S| Pal Fe eee a ae a ek ae nT NOT RELATED TOUTHE TERMINAL BISEASE CONDITION SIVEN INERETA(# 18. WAS AUTOPSY 
5 pilepsy with mental deficiency. Arteriosclerotic heart disease ves] WOT] 
= 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) te 
& | OR CONTRIBUTING [1] CAUSE OF D 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
o Hour a.m. factory, street, office bidg., etc.) 
3 While Not While 
= p.m. 19 at_work at work 


21. | certify that (1) (this hospital) attended the deceased from_L-LO=2 de top> 19 hat (I) (we) last 
saw the deceased alive on_3=9=66 __19___, and that death occurred a OO Rs iff the causes and on the date stated above. 
. SIG E a2 22b. DATE SIGNED 
ni, eRe ARON  Bitinon SRE ga] 39-66 
22c. aS 22d. ADDRESS Springfie. tate Hospital 
| Antonius Glahn, M.D. Sykesville, Maryland 2178) 


23a. BURIAL, CREMATION,| 23b. DAJE THEREOF 23c. NAME OF CEMETERY OR CREMATORY det LOCATION (City, town or county) (State) 


Po) sabia AAR 4St Anthon ; 


ba DIRECTOR ‘ADDRESS 25a. REC'D, BY REGISTRAR 


25b. GISTRAR’S SIGNATURE 


oMAR 15 1966 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


63573 : 
CERTIFICATE OF DEATH 03563 


\ 


x. 1 Reg. Dist. No. 
3 = M 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. IF insittion: Residence before admission) 
o °. °. b. COUNTY 
32 Carroll bet farvland Ca 
Ed 
3 b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY iN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
58 RURAL ond give neorest town) ‘ i 
S2 Life Rural - Sykesville / 
2 2 d. NAME OF HOSPITAL (IF not in get give street oddress) d. STREET ADDRESS e. tS RESIDENCE 
hc) ‘OR INSTITUTION ON A FARM? 
mM R Bia 3 yes] No) 
3. NAME OF First Middl J 4. DATE 
NAN OF irs iddle ; lost Month Day Year 
(Type or print) Georce iis. Allen DEATH réb:. 26. 19 je 
5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [7] | 8. DATE OF BIRTH AGE ~~ years me UNDER TYEAR[IP UNDER 24 HRS. 
* “J si 80 Months] Doys Min, 
Male White |woown@j sworn | Oct. 1, 1885 ys. 
100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. SIRTHPLACE (Stote or foreign — 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) : 
Farmer Maryland U.P .A/. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Charles Allen Caroline Lindsa 


fd. 


INTERVAL BETWEEN 
ONSET AND. ao 
Lut rzcd 42, 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO, |17, INFORMANT 
Wes, no, or a {NF yes, give wor or dates of service} 
N O~0 i en 


18. CAUSE OF DEATH [Enter only one couse Be for (0). (6) eS ey at 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0} 


( 
74 Qos DUE TO 


4 
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S 

st 
o 
$ 
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Conditions, if ony, which 
gove rise to immediote 

ca¥se (0), stoting the under { OVE TO 
tying couse lost. fe 


Part tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io} |19. WAS AUTOPSY 


PERFORMED? 
yes{]] NO 
20a, ACCIDENT WAS UNDERLYING 8 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
‘OR CONTRIBUTING C) CAUSE OF D 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, form. 120F. (City or town) (County) (Stote) 
Hour o. m. While Not a foctory, street, office bldg., etc.) | 
p.m. lot work [7] of work H 


21. I certify that | attended the serpin aL -, 1922.2, to-. EZ Z Lo, \2b..,that | last saw the deceased 


alive on. 94? ae) and that death occurred as , from ng causes and on the date stated above. 
t ‘DDRESS (Stree!, gity of town, Mid. 


<n, ULkeeHiuad Lote Dit nt 


MEDICAL CERTIFICATION 
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the haspital ar attending physician. 


& 


TO FUNERAL Dike 


PHYSICIAN'S, 
NAME (Type) Se ee ee oe ee ee 


Ro. Sey CREMATION, 2b. DATE THEREOF ‘ac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or g (Stote) 
VAL (Speci i 
0 3u. a Mo 29 b66 i Lemme 
A\ ‘4 23. FUNERAL DIRECTOR'S SIGNATURE : ure y Ta pe pee Re - Us Yee 


wails \) 1 C, M. Waltz Box 241 Svkesvil 


15M 9/55 


the registrer prior ta burial, cremctian, ar remaval, and in ony event within 72 hours ofter death. 


page 3 shauld be detached far use as the burial-transit permit. 


may be retained 


TO HOSPITAL OR ATTENDING PHYSICIAN: aie! law requires that the death certificate be executed within 24 haurs offer death. Page 4 


Pages 1 and 2 


ent, within 72 hours after deat! 


e carbon papers. 


ae 


lease Te 
ard i 


of Health prior to burial, cremation, or removal, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


director, page 3 should be detached for use as the burial-transit permit. Then pl 


should be filed with the State Dept. 


MARYLAND STATE DEPARTMENT OF HEALTH 
354k. STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, ee hk 4 B64. 


CERTIFICATE OF DEATH 


- i Bale AD 2. USUAL RESIDENCE (Where deceased lived, If a oot o ee 
p a. STATE b, COUNTY 
Carroll PRES Maryland 
b. CITY OR TOWN (if outside corporate limits, | c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 
Rural--Sykesville 28m. 3days Baltimore 36 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS # aie 
2|Springfield State Hospital 1319 Mt. Royal Avenue ves] no SK] 
3. NAME OF First Middle Last 4, DATE Month Day Year 
DECEASED oF 
(Type or print) Gertrude Clara Baker DEATH 3 18 1966 
5. SEX 6. COLOR OR RACE 


7. MARRIED [_] NEVER MARRIED [~] 8. DATE OF BiRTH 9. AGE (In es 


female white | wiowe [x pworceo[]| 9/6/98 ee ab ey 


10a. USUAL OCCUPATION ye kind of work lA 10b. i ie sa OR 11. BIRTHPLACE (County & State, or foreign ae 


IFUNDER1 er | Hw 


NSE Hours | Min, 


12. CITIZEN OF WHAT 
COUNTRY? 


during most of working life, even If retired) 


Bookkeeper Auto he epain Co. New Jersey USA 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Albert Barth Emma Francis 
15. WAS DECEASED EVER INU.S.ARMEDFORCES? ] 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (if yes dive war or dates of service) 
no 242-12-5276| Springfield Hospital records, Sykesville 
18. CAUSE OF OEATH [Enter only one cause per iine for (a), (b), and (c).) ree Gay 
PART 1. DEATH WAS CAUSED BY: 
, ,, IMMEDIATE CAUSE (a) Cardiac failure months 
1 7/%x DUE TO 
Conditions, If any, which «__Bronchopneumonia days 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c). 


PART U1. OTHER SIGNIFICANT CONDi TIONS CONTRIBUTING TO DEATH BUT NOTRELATEO [0 THE TERMINAL Di: E CONDITION GIVEN [NPART l(a), {19. WAS AUTOPSY 
chro nic brain sy ndrome associa Ue aw Meat cerebral arterilosclerosi PERFORMED? 
ei thont ualif ; ves] Nose 


20a, ACCIDENT WAS UNDERLYIN' _ BesenGE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part II of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DI Era 
(IF EITHER, NOT! EDICAL EXAMINER) 


'20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 


Hour a.m. hte aaa Not While 
p.m, 19 at work [_]_at work 


21. I certify that & (this hospital) attended the — from penn yore 19_66, that Ot (we) last 
saw the deceased afi 6.6 _, and.that death occurred at_22 3@, ffoin the causes and on the date stated above. 


22a. SIGRATURE rs 22. DATE SIGNED 
€ Kp, ARTENOING MED. STAFF 
wera “ee CL) pb. PHYS. [| Director [_] Pays. [Xt 


3/18/66 
/ a jn u.)D. ie ADDRESS Springfield State Hospital 


20e. PLACE OF INJURY (Home, farm, 


20f. (City or town) (County) (State) 
factory, street, office bidg., etc.) 


MEDICAL CERTIFICATION 


256. PHYSICIAN'S 
| NAME (Type) Nav 


23a. ene CREMATION,| 23b. DATE 66 23c. NAME M CEMETERY OR CREMATORY 23d. “Ashi (City, town or es (State) 
p Seheyg ify) 2 oO 2 
Bt if 4/66 emis Mem ° emeteny WA 
24. Bue ca ADDRESS 25a REC'D BY Ashivd 25b. Sl 'S SIGNATURE 


Leonard J. Ruck Inc. Bolte” Md, 27274 


DATE MER 2 fio vig Jorge. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death, 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phi 


jove carbon papers. Pages 1 and 2 
y event, within 72 hours after death. 


cand completely filled in by the funeral 


director, page 3 should be detached for use as the burial-transit permit. Then 


ve AIS (4) 
20M 1/65 


SS SS ESSE OES EEE LL——EEEE—_—————_ 
MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
03575 CERTIFICATE OF DEATH 03565 


1 BOE DEATH |, USUAL RESIDENCE (Where deceased lived, If institution: Residence before adm a 


Carroll marine a. sTATE Maryland b. cOUNTY Montgomery: 


b. CITY DR TOWN (if outside corporate limits, 


¢. LENGTH DF STAY IN 1b || c. CITY OR TDWN (If outside orate limits, write RURAL and give nearest town, 
write RURAL and give nearest town) Bose et 2 e : 


should be filed with the State Dept. of Health prior to burial, cremation, or removal 
> 


Rural--Sykesville Imo. 22days Gaithersburg (S 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e. eAfaoaee 
Springfield State Hospital Route #3 ves (x! Bo (4 
3. NAME DF it 
DECEASED First Middle Last 4 Bare Month Day Year 
(Type or print) Margaret Cecelia Bayne DEATH 3 2 1966 
5. SEX 6. COLOR OR RACE |7. MaRRiED [] NEVER MARRIED [-] | & DATE OF BIRTH 9. AGE (in, i ier oa TFUNDER 1 YEAR|IF UNDER 24HRS. 
st rr Mi 
female white WIDOWED Ex] ad pivorceD [-] 4/3/86 Wee yak Hours imag se in. 
1Da. USUAL OCCUPATION (Give kind of work done| 1Db. pune pe EBpIveSs OR 11. BIRTHPLACE (County & State, or foreign es ig aT lL fe WHAT 
during most of working life, even If retired) INDUSTI 
Housewife tees Maryland USA 
13, FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
James Fagan Allen» Ann 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYND. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) z ry "4 
no unknown Springfield Hospital records,Sykesville 
18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] Ee oe er 
PART |. DEATH WAS CAUSED BY; 1 cs 
é IMMEDIATE CAUSE (a) Bronchopneumonia da: 
“If ALS DUE TO . 
Conditions, if any, which o___Arteriosclerotic cardiovascular disease years 


gave rise to Immediate 
cause (a), stating the OUE TD 
| underlying cause last. «)_ Generalized arteriosclerosis _years 
R SIGNIFI i TDPSY 
‘Gironte ean ng HOT ape R TEE NALS SEBO MOTTE | Penronmene 
Fesction.. Yes [[] No [X} 
2Da. ACCIDENT WAS UNDERLYING - 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part Il of Item 18.) 


DR CONTRIBUTING [1] CAUSE DF DI 
(JF EITHER, NOTIFY MEDICAL EXAMINER) 


20¢. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 
Hour oa While -— Not While 

at work at work 

eke ian that Git (this hospital) attended the deceased fr 1999 _, that ® (we) last 


saw the deceased alive eek 9 66, and that death occurred 2iL0Rt From the causes and on the date stated above. 
‘ 22b. DATE SIGNED 


22a, SIGNATURE 

_ Shes J. Onfeea mo. PHS Birécron CH Pie ¢ | 3/2/66 
2c. PHYSICIAN'S 22d. ADDRESS Springfield State Hospital 
[| mueiied Luis J. Arribas, M. D. | Sreectilis, Neryiaal 


23a. negtey} CREMATION,| 23d. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


BYES | 3/7/66 St. Mary's Cemetery _ | Rockville, Maryland 


20e. PLACE OF INJURY (Home, farm, 


20f. (City or town) (County) (State) 
factory, street, office bidg., etc.) 


MEDICAL CERTIFICATION 


24. FUNERAL DIRECTOR ADDRESS 25a., REC'D By REGISTRAR | 25b. RESIGI Ne aera 
Robert A. Pumphrey Bethesda, Md. ry) 


DAT! 


; MARYLAND STATE DEPARTMENT OF HEALTH 
035d jon of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE WOebh, 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 066 


HEALTH DEPT. 


State Department 


, and 3 to the funeral 
hours after death. 


» PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
NY a. STATE, b. COUNTY 
Carroll MARYLAND ary land Carroll 
b. CITY OR TDWN (If outside corporate limits, c. LENGTH DF STAY IN 1b |! c. CITY DR TOWN (if outside corporata limits, write RURAL and glva nearest town) 
write RURAL and glva nearest town) A 
Rural, Westminster 4gHours Rural, Westminster ae / : 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS a. Ba ge Le ae 
Carroll County General Hospital Westminster, Md, R. D. 2 ves] nom 
. NAME OF t . DAT ¥ 
DECEASED Firs! Middia Last 4. Bue Month Day ear 
(Typa or print) Herman Edward Bechtel DEATH March 25 1966 
SEX 6. COLOR OR RACE [7, MARRIED [-] NEVER MARRIED[-] | & DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR]IF UNDER 24 HRS. 
2 last birthday) (Months | Days | Hours | Min. 
Male White | wioowerg] —vivorcen[}} Auge 14, 1901 | 64 yrs 


10a. USUAL OCCUPATION (Glva kind of work dona 
during most of working lifa, even If retired) 


10b. KiND OF BUSINESS OR 11. BIRTHPLACE (Stata or forelgn country) 
INDUSTRY 


Driving own truck 


12, CITIZEN OF WHAT 
COUNTRY? 


Carroll County, Md, UsSeAe’ 


Trucking, all kinds 


Office along with form PM3, Page 5 may be 


in Item 18. Give Pages 1, 2 


jin 24 hours after death. If any ie) Des 
and in any event wi 


in pe 
F examiners 


Co 


This certificate should be executed withi 
MEDICAL CERTIFICATION 


e 3 should be used as a burial-transit permit. File pages 1 and 2 with the 


ficate, writing the word “pend 


i 
Bt 


ge 4 should be forwarded to the Chief Medica 


execute the cert 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

Howard Bechtel Lillie Null 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) Pee 

21526-1976 | Woodrow H. Bechtel, Westminster, Md, R.D.2_ 
18, CAUSE OF DEATH [Enter only ona causa Ine for (a), (b), a a(c).1 > = INTERVAL BETWEEN 
PART t. DEATH WAS CAUSED BY: te) AND DEAT 
pe IMMEDIATE CAUSE (8). = A LY ANAL Ht f 
445° X DUETO ~~ A ONG 


Conditions, If any, which (0) 
gava rise to Immadlate 
causa (a), stating the ( DUE TO 
underlying cause last. 


{). . 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) 


GAd 


19. WAS AUTOPSY 
PERFORMED? 
ves []} no OY 
20a, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of Injury In Part t or Part 11 of Nam 18.) 


PRIMARY [) or CONTRIBUTING () 
CAUSE OF DEATH. 


20c, TIME OF INJURY Month, Day, Year 


20d. INJURY OCCURRED | 208. PLACE OF INJURY (Homa, far! 20f. (City or town) (County) (State) 


of Health or its designated agent, prior to burial, cremation, or removal, 


please 

director. Pa 

retained for your files. 
TO FUNERAL DIRECTOR: Pa; 


TO DEPUTY = wen 


factory, street, offica bidg., et 
a o lem ae 
21. | certify that | took charge pf the remaing/fescribed above, held an Autopsy [_], Inspection 4, ‘Inquiry [_], and in my opinion 
death resulted from: aft causes BY, Accident [_], Suicide [_], Homicide [_], determined manner [_] 
he / Er ge CHIEF MEDICAL EXAMINER [_] 
Chay Lad ION 24 _w.p, SSSISTANT MEDICAL EXAMINER ["] ; + Ae sien 
NAME (Type) Z ks ny e My kased, bu th LLCS LEA }44 
232. BURIAL, CREMATION,| 23b, DATE THEREOI 23c. NAME DF CEMETERY OR CREMATORY 23d. LOCATION (City, town oveguny) Co. 


BRE | 3727/66 York Road Cemetery Nr. Hanover, Hanover, Pa.R=3 


a DIRECTOR ADDRESS: “a REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
y Ad _ A Littlestown, Pa. of (AR 28 1956 


Penrlafecge 


MARYLAND STATE DEPARTMENT OF HEALTH 


Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


oF 
03527 MEDICAL EXAMINER'S CERTIFICATE OF DEATH = (}5 567 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence f admission) 
a. COUNTY a, STATE b. COUNTY 
ag oe Carroll MARYLAND Maryland Carroll 
es se b. CITY OR TOWN (if outside cor; arate limits, c. LENGTH OF STAY IN 1b | c. CITY OR TOWN (If outside corporete limits, write RURAL and give nearest town) 
Z = > £ 3 write RURAL and a nearest town; * ; 
a” 25 Manchester / 
4 E . 1S RESIDENCE 
@:: ae d. STREET ADDRESS 6. 1S RESIDENG 
Boe #8 /2 g yes ¢_ nol] 
Sz. 22 3. NAME OF Middle Last 4 DATE = Day —Year 
So . . 4 
Zaz =f (Type oF print) Mamie Zimmerman Boblitz DEATH 25 19 66 
sig ss 5, SEX 6. COLOR OR RACE | 7, MARRIED [] NEVER MARRIED [_]] & DATE OF BIRTH 9. AGE {ny fa TFUNDER 1 YEAR JIFUNDER 24 HRS. 
235 ps4 * fas! lay) | Months | Deys | Hours | Min. 
sae Female White WIDOWED £] pivorceo] | 5=27=190 62 yrs. 
Sts 10a, USUAL OCCUPATION (Give Kind of wark done) IDB. KiND OF BUSINESS OR 11. ieee (State or foreign country) 12, CITIZEN OF WHAT 
a 25 during most of working life, even If retired) 
Zou “SE Housework Maryland UsSeAs 
poe gs 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
bg os 
5 oF a 
262 oF ob Zimmerman Ida_V. Shafer 
x28 ES 15. WAS DECEASED EVER INU.S.ARMED FORCES? | 16. SOCIALSEGURITYNO. | 17. INFDRMANT Address 
Neo — (Yes, no, or unkown) | (Ifyes glre war or dates of service) 
£55 Es _|__Unknow Hospital Records 
= sf 3 & 18. CAUSE OF DEATH [Enter only a cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
Be 22 ON: D DEATH 
Bes wi PART |, DEATH WAS CAUSED B' 4 t 
2-5 3s IMMEDIATE CAUSE * > stra 
32 3 EE e DUE f ¢ 
2s 38 Conditions, if any, which i Epileptic Seizure unknown 
£22 355 gave rise to Immediate 
mS 38 cause (a), stating the ¢ DUE TO < 
Bee Se underlying cause last, «Chronic Brain Syndrome due to unknown cause A928. Ss 
‘ia ed bal & | PARTII. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TOTHE TERMINAL DISEASE CONDITION GIVEN INPART 1(8) |19. WAS. AUTOPSY 
3s z Ze 3 ; ves [-] © wo 
= we 25 = | 208, EXTERNAL CAUSE WAS o INJURY PCCURRED. (Enfer nature of | aA in Part 1 or ie ye of ite 
& 2 or & y 
SES ZS |B] cause on bears. Liaibtis 
=: £2 = | 20c. TIME OF INJURY Montn, Day, Year | 20d. 1 20e, PLACE OF INJURY (Honte,tatm,| 207. (Clty’or town) (County) State) 
Fs 2s S | 70° jonth, Day, Year 2)|?**iactory, street, fice bidg., etc) A / 
eRe wa 8 while a Carrol 
Zee 23 = 4 et_work at work 
z52 2 oe { 21. | certify that [/took charge of thi ralns-described above, held an Autopsy (ey; Inspection [XJ, Inquiry [_], and in my opinion 
854. : 
efe s3 death resulted from:  Natdral causes [_]}, Accident , Suicide [], Homicide determined manner eal 
3 
ee: ss” Yeo CHIEF MEDICAL EXAMINER oO 
a2 gkes pA wa Ct. /p, ASSISTANT MEDICAL EXAMINER [7] 22, _DATE SIGNED _ 
=ocs5 =) a ay baat ee EXAMINER F 
i 22 EXAMINER'S 
EOSBE= “|_lmmttye M, Glenn SpeieKer, MD. il ab, cola iz 
i 8 2s p= 23b. DATE THEREOF 2 NAME OF CEMETERY OR CREMATORY j 2ad. LOCATION (City, town or county) 
Zest. J 
sesees La BagimeRe Prd . 


B 1/66 
/ —Y 


23a. BURIAL, CREMATION, 
'MOVAL (Specify) 

at FUNERAL DIRECTOR 
ty J 


CLA L 
5. REC'D BY 0 1966 REGISTRAR'S SIGNATURE 


Pages 1 and 2 
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should be filed with the State Dept. of Health prior to bur 


director, pag 


vR AIS (4) 
20M 1/65 \ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


03568 


1, PLACE OF DEATH 
a. COUNTY a. STATE 


Carroll MARYLANO 


2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


Maryland 


b. COUNTY 


Carroll 


b. CITY OR TOWN (if outside et limits, 
write RURAL and give nearest town) 


44 
d. NAME OF HOSPITAL OR AST POTION {if not in neg ae street address} j| d. STREET AOORESS 


Brookville Manor Nursing Home 3 Anita. 


c. LENGTH OF STAY IN 1b 


c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


] e. 18 RESIOENCE 
ON A FARM? 


Drive yes] nobd 


3. NAME OF First Middle Last 
DECEASED 


is ae) GERTRUDE _M. BOWERS 


OATE Month ay Year 


Beara March 20 _19 66 


. SEX 6. COLOR OR RACE | 7, maRRiEO [-] NEVER MARRIEO[] | 8 OATE OF BIRTH 


White wtooweo [J] o1voRceO [7] 


Oct. 14 4875 


9. AGE nen TF UNOER 1 YEAR|IF UNDER 24HRS. 
last birthday) wat Oays | Hours Min, 
yrs. 


10a. USUAL OCCUPATION (Give kind of work done | 10b. KINO OF BUSINESS OR 
during most of working life, even if retired) INOUSTRY 


11. BIRTHPLACE (County & State, or 


foreipn country) | 12. CITIZEN OF WHAT 
COUNTRY? 


Md ie ae 


i _Home 
13. FATHER’S NAME 
Granville Bloom 


14, MOTHER’S MAIOEN NAME 
Hestor 


Webster 


15. WAS OECEASEOEVERINU,S.ARMEOFORCES? | 16, SOCIALSECURITYNO. | 17. INFORMANT 
No Ny 


(Yes, no, or unkown) | (If yes give war or dates of service) 
None 


{rs Lula Farver 


Address 
Westminster, Mds 


18. CAUSE OF DEATH [Enter only one cause os for (a), (b), and (c).] 
PART I. O£ATH WAS CAUSEO BY: ev b ye 
IMMEDIATE CAUSE (a) VA Op.0(ar 


INTERVAL BETWEEN 


a | x QUE TO 
Cenditions, If any, which (b) 


Le al 9 OEATH 
kee ba td alas alate id. 


gave rise to immediate 
cause (a), stating the QUE TO 
underlying cause last. (c). 


there SHAS Anrelatvreee le Guprre 


PART Il. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO OEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONOITION GIVEN IN PART 1(a) 


19. WAS AUTOPSY 
PERFORMEO? 


ves] no XI 


20a. ACCIOENT WAS UNOERLYING 
OR CONTRIBUTING [] CAUSE OF OEATH 
(IF EITHER, NOTIFY MEQICAL EXAMINER) 


20b. OESCRIBE HOW INJURY OCCURREO. (Enter nature of injury In Part 1 or Part [1 of item 18.) 


20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURREO 


while Not While factory, street, office bldg., etc.) 
at work[_] 


at work 


MEDICAL CERTIFICATION 


20e. PLACE OF INJURY (Home, farm, 


20f. (City or town) (County) (State) 


19 that (I) (we) last 


21. t cently that (I) (this hag, al) a ay the deceased from ploR— =, 1G a) 
saw the deceased alive on 19___, and that death occurred at 2M, from the causes and on the date stated above. 


ATTENOING 
M.0. ws oiRtcTor CJ 


STAFF 
PHYS. 


22b. BATE SIGNEO 
a sfuojus 


J. H. Caricofe 


| ae AQORESS 


Union Bridge, Md. 


3a. 


23d. LOCATION (City, town or county) 


BURIAL, CREMATION,| 23b. OATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY i‘ ON (Ci ia 
REMOVAL Bia us 
svi Ce Carrol Cow Md... 
24. aired a OIRECTOR By Q3 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


(State) 


C.M.Waltz Box ae Sykesville, Md. OMAR 22 196 fOLerta Ind 


Nt 


deat. 


ompletely filled in by the funeral 
e carbon papers. Pages 1 and 


el 


-transit permit. Then pleas: 


or attending physician. 


of Health prior to burial, cremation, or removal, and in any event, within 72 hours after 


director, page 3 should be detached for use as the burial: 
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TO HOSPITAL q ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 4 hours after death. 
should be filed with the State Dept. 


4 
YR A15 (4) { 


15M 4-64 


ats 


~® 
MARYLAND STATE DEPARTMENT OF HEALTH 
04s OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH Sr BC 


1, PLACE OF OEATH 2. USUAL RESIOENCE (Where deceased lived, If institution: Restdence before admission) 
8. COUNTY ok a, STATE b, COUNTY 


|__Carroli MARYLAND Marvi and Washington". 
b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL al give nearest town) 


write RURAL and give nearest town) 


|\—_Sykesyille 3 mos ,/22 das Hagerstown FEY 
de OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET AODRESS e. er tte 


ARM? 


Springfield State Hospital 4) Bellview Avenue ves] nob) 
3. NAME OF First Middle Last 4. OATE Month Oay Year 
OECEASED f OF 
ERS Ge Sal KENNETH _LEO BRASHEARS bead _—'March __26, __19 66 
5. SEX 6. COLOR OR RACE | 7, MARRIEO SC] NEVER MARRIED [~] | & DATE OF BIRTH 9. AGE (in, Fears IFUNDER 1 YEAR IF UNOER 24 HRS, 
as ay: mths | Days } Hours | Min. 
Male White WIDOWED [-] DIVORCED [-] 4-25-05 60 vat ae | ‘sf | 
10a. USUAL OCCUPATION (Give kindof work done| 10b. KINO OF BUSINESS OR TL. BIRTHPLACE (County & State, or a country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INOUSTRY COUNTRY? 
Bus Driver aattel Maryland S.A, 
13. FATHER’S NAME 14, MOTHER’S MAIOEN NAME 
George Brashears Daisy Domer 
15. WAS OECEASEO EVER INU.S.ARMEOFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, of unkown) kaa oive war or dates of service) 
09-2960 | Records, S 
18. CAUSE OF OEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: nee ane Peale 
y IMMEOIATE CAUSE (a) Bilateral bronchopneumonia. |__days 
ef 
DUE TO ; , 
Conditions, If any, which o__Cardi@-vascular renal disease. years 
gave rise to Immediate 
cause (a), stating the ( OVE TO 
underlying cause last. (o). 
S PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) 19. Wed 
2 po Oe eee 
S ves [R NOT] 
= 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part [1 of Item 18.) 
§ |] OR CONTRIBUTING [) CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURREO | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a Hour a.m, While Not White factory, street, office bldg., etc.) 
= p.m. 13 at work at work 


21. | certify that (1) (this iF a attended the deceased from 


saw the deceased alive on. __ 3-26-66 1 
22: of 
‘ae | Sera eae / 


Be. “te 
AME (yee) Antonius Glahn, M 


23a. BURIAL, CREMATION, 23b. DATE THEREOF 
REMOVAL (Specify) - : 


5: ears} 19___, that (1) (we) last 


and that death occurred at_LO_JMMrem the causes and on the date stated above. 
is DATE SIGNED 


_Biktotor C1 Pave. 3-27-66 


d. ADDRESS Springfield State Ho spi tal 


23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


ba E ste ey 7" 


AE, bod Rees EE Hed | ae 1 1966 250. REGISTRAR'S SIGNATURE 


ATTENDING 
Y! 


reh 


Shary SHUEY Ma, py nd 


IREGT. 
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3 sz 
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es that the death certificate be executed wi 


transit permit. Then 
cremation, or removal, 


Page 4 may be retained by the hospital or attending physician, 


lal 


ir 


The law requ 


After this certificate has been signed by the attending ph 


director, page 3 should be detached for use as the buri 
should be filed with the State Dept. of Health prior to burial 


TO HOSPITAL i ATTENDING PHYSICIAN: 


TO FUNERAL DIRECTOR: 


VR A15 (4) 
15M 4-64 


(w) 


‘MARYLAND STATE DEPARTMENT OF HEALTH 
3580 OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
e. COUNTY 


7] CERTIFICATE OF DEATH y) 


1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
ee. a. STATE - b.COUNTY 
Carroll MARYLAND Maryland Frederick 
b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH DF STAY IN 1b || c. CITY DR TDWN (if outside corporate limits, write RURAL and give neerest town) 


write RURAL end give nearest town) 


Sykesville AYER #S3Me\" union Bridge (rural) / es 
G. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 8. La aa ae 
Springfield State Hospital Route 2, Johnsville ves] wo 4. 
3. NAME DF 7 ; M 
pete re Middie Last 4 DATE jonth Day Year 
(Type or print) Lottie M. Brown DEATH 3 19 1966 
5. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE (in years FUNDER YEARIIF UNDER 24HRS. 
f : Is lay) (Months | Days } Hours | Min. 
female white wipoweD f] —wvorceof]| 4-23-78 87 yrs. 4 


10a, USUAL OCCUPATION (Give kindof vorkdone | 10B. KIND DF BUSINESS OR TI. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during nae of working life, even If retlred) INDUSTRY i COUNTRY? 
nousewire Cin Heme Maryland Deke 
13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Peter Boem CONNER Elizabeth Gommsr Y/CHWJEL 
15. WAS DECEASED EVER INU.S.ARMEDFDRCES? | 16. SDCIALSECURITYNO, | 17. INFDRMANT ‘Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service) . ef E 7 ‘ 
no NON E Records, Springfield State Hospital 
18. CAUSE OF DEATH Fenter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Livliti OSS days 
| __ IMMEDIATE CAUSE @ Gangereus ce bd ays 
iA DUE TO 
Conditions, If any, which @__Deeubitus ulcer 3 weeks 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (Generalized arteriosclerosis _ years 
& | PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) ]19. WAS AUTOPSY 
= ———en 2 
S| Chronic brain syndrome ass. with coresezl. Seer iseelerevie with yes[] NO 
i | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW I FE fury In Part | or Part 11 of Item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,] 20f. (City or town) (County) (State) 
2 Hour am. uate caer is factory, street, office bldg., ete.) 
3 p.m, 19 at work] at work Oo 
21. | certify that (t) (this hospital) attended the deceased from. wil~ 19 O35, to_3-)9 _, 194.6, that (1) (we) last 
saw the deceased alive pn__3- 19 _19@ __ and that death occurred ata%A-M, from the causes and on the date stated abpve. 
22a, SIGNATURE 2 oh DATE SIGNED 
ATTENDING MED. STAFF 
fe. ap LE fGK mop. pays.) _pirtcton (] prs. C1] 3-17-66 
220. Raa he 22d. ADDRESS 
ype) 8 S ille. M 
ae Z eet te Fe Sykesville, Maryland 
23d. LOCATION (City, town or county) (State) 


23a. BURIAI Lect | 23b, DATE THEREOF 23-5 NAME OF CEMETERY OR CREMA}ORY 


Ses Viatl /, ACME VODLE TC te WV ELE 


‘AL DIRECTOR 2 - ADDRESS 7 25a. REC’D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 
Lins theca Lwsen bitty Jd WOR 22 1906 fCAorbas Judge 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


oases CERTIFICATE OF DEATH 12574 


transit permit. Then pleas: 


igned by the attending physicia 


e 3 shauld be detached far use as the burial 


The law requires that the death certificate be executed within 24 hours after death. 


1 or attending physician. 


After this certificate has been si 


d with the State Dept. of Health priar ta burial, crematian, ar removal, and in any event, within 72 ho 


et 


th 


Page 4 may be retained by the hospi 


TO FUNERAL DIRECTOR: 
P 
I} 


directar, 
shauld bi 


3s 
=> 
Ze 
ae 


TO HOSPITAL OR ATTENDING PHYSICIAN 


Ve 
SEs 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence befare admissian) 
sos 0. COUNTY a. STATE b. COUNTY 
= 
2s Carroll MARYLAND Maryland Carroll 
‘= 3s b. CITY OR TOWN (If autside carparate limits, . LENGTH OF STAY IN Ib . CITY OR TOWN (If autside carparate limits, write RURAL and give nearest tawn) 
=o8er write RURAL and give nearest tawn) 
Ew 8s Rura r Mt. Airy / 
‘Se d. NAME OF HOSPITAL OR INSTITUTION (IF nat in hospital, give street address) d, STREET ADDRESS e TASER 
Bs R.F.D. vs L) 4009 
We 3. NAME OF First Middle 
33a DECEASED | 
= 3 {Type ar print) OLE TeIey.' 
Pos 5. SEK 6, COLOR OR RACE | 7. MARRIED FX] NEVER MARRIED [~]| 8 DATE OF BIRTH 9. eal In years 


widowed [(] overt? []} Oct. 2 1884 83 bey 


10b. KIND OF BUSINESS OR 11. BIRTHPLACE {County & State, ar fareign ai 


Female | White 


10a, USUAL GeTEATON Give kind af work a 


12. CITIZEN OF WHAT 


ring mast af ws ra ven if reti iby INDUSTRY INTRY ? 
Ke Ered Wer ethan General Store Carroll Co. Md. One? a. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

Sylvester Baker Susan Bussard 


TS. WAS DECEASED EVERINUS. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT ‘Address 
(Yes, no, or unknown) {If yes give war ar dates af service] 
lo 2. 20 == Me v Brothe oS Ad ig 
T8. CAUSE OF DEATH (Enter only ane couse pessine f Dy ‘on A Meerrezeudur dedacl PEO ar 
“PART 1. DEATH WAS CAUSED BY: ae , 
: IMMEDIATE CAUSE (0.2% Oks tra Coe j POE a. - 


of / DUE TO 
Conditions, if any, which gove (b) ¥ 
rise ta immediate cause (a), DUE TO 
stating the underlying cause 
fasts @ 
z= | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a) 19. ney 
2 yess) no () 
= 200. ACCIDENT WAS UNDERLYING C1 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 18.) 
& | OR CONTRIBUTING C1] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S [20c. TIME OF INJURY Manth, Day, Year INJURY OCCURRED ‘200. PLACE OF INJURY {Hame, farm, 20f. (City ar tawn) (County) (State) 
2 Hour a.m, Nat While factary, street, affice bldg., etc.) 
.M. | at wark 1 atwark 
21. | certify that (I) (ilstisspitey ottended the degeqsed from/O | A 1980, toe ELF, 1906 thot (I) (Rep last 
saw the deceased alive op 19 , and that death occurred at_/_«“ M, from causes and on the date stated abave. 
7a. SIGNATURI ag { aeons ae Mb, we 7, 
——fOWnns \7? JR 9 Mo. Ze Brice O fs 2 Yb 
‘2c, PHYSINAN'S. en ADDRESS 


Raye Cine) al ne P Ke Dam ule! 


73a. BURIAL, CREMATION, 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY Bd. LOCATION (City ar Tawn) (County) (State) 
REMOVAL (Specify) 4 
Burials /22/66 Bethesda Ceme \ aTro oO. Nd 
24. FUNERAL DIRECTOR ADDRESS 28a) “PpBYEREGSTR: 2b. RAR'S SYGNATURE 
a 
C.M.Waltz Box 241 Sykesville, } PARes 64 / dg Need 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


02582 CERTIFICATE OF DEATH N3579 


1. PLACE OF OEATH 2. USUAL RESIDENCE (Where deceased lived, 1f institution: Residence before admissi 
a. COUNTY a. STATE b. COUNTY 4 j 
Carroll MARYLAND Maryland Washington / 


b. CITY DR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Sykesville 7 mos./5 das Hagerstown , 
a. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 2: Is RESIDENCE 


Springfield State Hospital 650 Pennsylvania Avenue ves] nol 


3. NAME OF First Middle Last ie DATE Month Day Year 


{type oF print) Walter Nathaniel | CAMPHER Em March 4h, 1966 


5. SEX 6. COLOR OR RACE | 7, maRRieD [_] NEVER MARRIED fx] | & DATE OF BIRTH 9. AGE ane TF UNDER 1 YEAR|IF UNDER 24 HRS. 
oO bi shy Months | Days | Hours | Min. 
male negro wiboweo[]__oworceo[}| he Tye15 
10a. USUAL OCCUPATION (Cive kindof workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign Pate 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
Repairman Maryland Uses 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


Rev, Walter Campher Catherine Jones 


15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service) 


no 21-09-6208 | Springfield State Hospital Records 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN | 
PART |. DEATH WAS CAUSED BY: . ONSET AND DEATH 
~ IMMEDIATE GAUSE (a)_Lerminal pneumonia | 2 dase 
DUE TO 


=e If any, which ()___Inanition. months 

gave rise to Immediate 

cause (a), stating the BOE " : 
underlying cause last. (c) Chronic Brain Syndrome. | years 


RPI UGATTESS GF Gu OapD TL OS CNRIOE ToT US re are TE MeL DIseASE CORD NT TONG IVER INPART1(a) |19. WAS AUTOPSY — 
Ons ae en aa reaction. PERF 


compietely filled in by the funeral 
we carbon papers. Pages 1 and 2 
y event, within 72 hours after death 


transit permit. Then ple 


zi ORMED? 
C.B.S. assoc. With meningoencephalitis syphilis with psychotic ves Px] No [1] 
20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part I! of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED j20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. While Not While factory, street, office bidg., etc.) 


p.m. 19 at work at work 


21. | certify that (1) (this sige ay the deceased from. D B30 Bs 19___, that (1) (we) last 
saw the deceased alive on__274"OO __i9__, and that death occurred at. *~_M, from the causes and on the date stated above. 


2a. SIGNATURE 22b, DATE SIGNED 
i AL. a AIR i C1 AE eI] 3-5-6 
ee. EEN lew apbRESS Springfield State Hospital 
[__ or) Octavio Ruiz, M.D, Sikestilie hey lam Shae 


Za. BURIAL, eet | 23b. DATE THEREOF 23c. NAME OF CEMETERY J CREMATORY | 23d. LOCATION (City, town or county) (State) 


MEDICAL CERTIFICATION 


, page 3 should be detached for use as the burial: p p 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, ani 
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director, 


REMQVAL (Specify) 


Bur Mar 9 196 q stown 
24. Uriel DIRECTOR th Rose Hill REC’D Hager’ 25d. iA de 'S SIGNATURE 


ul Wl Jalen Walaa p Notaralzws. ino, lollAR S196 [erlang 


oh 


“ts 


filled in by the funeral 


tely 


aay 


ore 


‘arbon papers. Pages 1 and 
t, within 72 hours after deat 


en 


ician & 
mi 
filed with the State Dept. of Health prior to burial, cremation, or removal, and in any evi 


The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phys! 
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director, page 3 should be detached for use as the burial-transit permit. Then please 


should be 


ve MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03588 CERTIFICATE OF DEATH ivr 
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY a. STATE b. COUNTY 
Carroll MARYLAND Maryland Carroll 
b. CITY OR TOWN (if outside corps. limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town . x 
Westminster 1 week Westminster o Be 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give streat address) || d. STREET ADDRESS 8. ONC PARE 
Carroll County G,neral Hospital 53 Carroll Street ves{)_no [at 
3. Berets First Middle Last 4. DATE Month Day Year 
(ype er Print) JAMES HOWARD CLOSE tam 71906 


5. SEX 6. COLOR OR RACE 7, MARRIED [-] NEVER MARRIED[~] | & OATE OF BIRTH 


male white wipoweD [7] pivorceo(#| April 24, 1903 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR 
during most of working life, even If retired) INDUSTRY 


9. AGE (In years 
last birthday) 


6 2 yrs. 
11, BIRTHPLACE (County & State, or foreign country) 


IF UNDER 1 YEAR|IF UNDER 24 HRS, 
Months | Days | Hours Min. 


12. CITIZEN OF WHAT 
COUNTRY? 


carpenter Carroll Co., Maryland U.S.A. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
John T. Close Elsie Zepp 

Ce eReEaeD fn yu U.S, BO ee 16. SOCIAL SECURITYNO. | 17. INFORMANT Address 

» TO, ow! yes give war or dates of service: . 

<= -- 217-18-8227 | Mrs. Elizabeth Forney same 
18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: i - 
; Wes eee CARDIAG AeeecT pmmep 
¥ 200 DUE TO , 

Conditions, If any, which AR (0 SCLEROTI A Hen — DiweAve Ww) gS 

gave rise to Immediate ©) <Eet0 fe 

cause (a), stating the DUE TO 

underlying cause last. (c) 
3 PART II. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUTNOT RELATED LO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) |19. Seas 
= SS rc 
3 ChRomic BELONCIFITIS ves[} nol] 
= 2Da, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I! of Item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DI 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
3 Hour a.m. While Not While factory, street, office bldg., etc.) 
a a 
= i 19 at work at work 


21. | certify that (I) (this hospital) attendgd the deceased from. ,19@6 , that (I) (we) last 
saw the fceased al alive amas and that death occurred a ‘M, from the causes Beg a ti date stated above. 


22a. TURE 17 W/ 
Si al ATTENDING cw MED, STAFF 
PHYS. DIRECTOR PHYS. 


22¢ isons 22d. ADDRESS 
[ee NAME (Type) ~] 


23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


ce” 3/20/66 Meadow Branch Cemetery nr Westminster, Ma. 


24. FUNERAL DIRECTOR ADDRESS 25a, REC'D BY REGISTRAR | 25b. REGISTRAR? S SIGNATURE 
Mm jee Doege ve, s Liter, Zed 


oMMAR 2 1 1966 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE ft, maya e 
» 4) 03586 CERTIFICATE OF DEATH 3574 
= oi = 
Pas =e, 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived, If insiitulion, Residence befor pfnission 
Fa 4 @. COUNTY a. STATE b. COUNTY 
5 eng . : 
3 253 Cone MARYLAND Vine yl ~ 
ss b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN/IF outside corporata limits, write RURAL end give neerest town) 
toe rija RURAL end give naagast town) iN 
© 38s a lhe (> (yey, et] 
= 28: “G. NAME OF HOSPITAL OR INSTITUTION {if not In hospital, iva street addfass) d. STREET ADDRESS +. 1S RESIDENCE 
= 5 
a 
2 2¢eidowg VieW una ng hig ee Rehomt Are | ust proy 
5 2 He 3. NAM NAME ¢ First 4. DATE Month Dey Year 
g eat DECEASED A OF 
g bcs VPS TPA) Tr & rene e beara /// 1 rch 4 1966 
5 5. SEX 6 COLOR Of RA i TF UNDER T YEAR| IF UNDER 24 HR 
Ps 28 = CE}7, MARRIED [_] NEVER MARRIED 3. DATE OF BIRTH 9. ap ERA VEAR] INDER 24 HRS. 
Soe onal C 1§&6 Months} Days | Hours | Min, 
2 = wipowen [_] DIVORCED qe yrs. | | 
2 TOs. USUAL OCCUPATION (Give rk | 1b. KIND OF SUSINESS OR INDUSTRY | ti. BIRTIMLACE (County & Stele, or es country) | 12, CITIZEN OF WHAT COUNTRY? 
E senpldieiea’ mosliof wothing His.avon Frelned (LSA 
3 MoTh G 
£ 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME j 
3 - a 
o 
= Fray ke I= oC Bier Sarak “3 Ma Cws 
£ %. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECUNTY NO 17: oP, Address 4 
Ps fas, no, or unkown) yas give waror dates ot service) , 
ee oath 15-36-1774 will IAM Fi Corse Nav trvecleomr, Pe _ 
ra 18. CAUSE OF DEATH [Entar only one eause per line for (@), (b), and (e).|__ INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED 8Y; . 5 Sake Wr ee 
: IMMEDIATE CAUSE (a) me 

| DUE TO Commeleg- V Oto ay 

Conditions, if eny, which (b) fe tbap ee Ss 

gava riss to immadiate causa be, | * 5 

(2), steting the underlying (CUETO Cet eS - 

causa last. 


(c}. 


PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART WAS AUTOPSY 
yes [] NO 


a 


20a. ACCIDENT WAS UNDERLYING L] 
OP CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in Part | or Part Il of item 18.) 


20c. TIME OF INJURY Month, Day, Yaar 
Hour a.m. 


20d. INJURY OCCURRED 
Whila Not While 


at work [_] at work [_] 


After this certificate has been signed by the attending p 


director, page 3 should be detached for use as the burial-transit permit. Then please 


20s. PLACE OF INJURY (Homa, form, | 20f. (City or town) ~ (County) (State) 
factory, streat, offica bidg., etc.) | 


MEDICAL CERTIFICATION: 


19 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in al 


death. Page 4 may be retained by the hospital or attending phy: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requi 


C4 
° 
6S 1 certify that (this hospital) attended the deceased tromZV.91.V.2e 196, , 19.6, that (we) last 
|| saw the deceased alive on. MM perce br 9hG., and that death occurred at//i/d.M, from the causes and on the date stafed above 
a Ba { ATTENDING. STAFF ne aie 
% U } yar mp. | PHYS. eas O Ps. 2 Lae Het 
5 } 22e. sans 4+ d 22d. ADDRESS 
NAME vee) A) F iH 7 
5 : | oAtd MW |MAwch oo. Koken * s: S -) 
238. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Stete) 
° REMOVAL (Specify) [; aad. : 
m ohn Hopkins Anatomy Board d 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS REC'D BY REGISTRAR | 25b. ae | SIGNATURE 
VR AIS (4) We $ 186 (Lia i) 
(CLayly. ae 
20M 5-63 
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completely filled in by the funeral 
e carbon papers. Pages 1 and 2 


transit permit. Then pleas 
, cremation, or removal, and 


. of Health prior to bu 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03583 CERTIFICATE OF DEATH 02575 
sidence before admission) 


. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Re: 
a. COUNTY a. STATE b. GOUNTY 


Carroll MARYLAND Mary] and Carrel 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RI ‘and give nearest town) 


write RURAL and give nearest town) 
Rural - Upperco Rural - Upperco ee 


/ 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e eee 


Emory Church Road Kmory Church Road ves] nol 


vent, within 72 hours after deatie: 


. NAME DF First [ t 4, DAT Month Bay Year 
DECEASED Middle Las' E ry 


(Type or print) i Newton Davidson DEATH 3 9 1966 


5. SEX 6. COLOR OR RACE | 7, ManRIED [] NEVER MARRIED [-] | & DATE OF BIRTH 9. AGE i Years [IF UNDER 1 VEARF UNDER24 RS. 
i fay) (Months | Da Hours | Min. 
M White wiDoweD FX] DIVORCED [7] 8-19-1878 oF es P| vs 


1Da. USUAL OCCUPATION (Give kind of work done| 1Db. KIND OF BUSINESS OR Tl. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY col iY? 


Retired farmer Maryland 


13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


John W. Davidson Mary Allgire 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 
(Yes, no, or unkown) | (IF yes give war or dates of service) " 
| Mr. I, Watson Davidson, Upperco, Md. 


no 


18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).} INTERVAL BETWEEN 


: * . ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
AR Mwas crusen by: | Chronic Myocarditis 


Y / pero Artberioscleretic Cardio Vascular Diseas 
Cenditions, If any, which 0) , 

gave rise to Immediate 

cause (a), stating the DUE TO 
underlying cause last. (c). 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATED TOTHE TERMINAL DISEASE CONDITION GIVENINPART 1(@) |19. WAS AUTOPSY 
: 2 eee Ss 
ae. es[] no Rh 


2Da, ACCIDENT WAS UNDERLYING 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
OR CONTRIBUTING [jj CAUSE OF DEATH a ee ee 
(JF EITHER, NOTIFY MEDICAL EXAMINER) = =~ aa 


2Dc. TIME OF INJURY Month, Day, Year ] 2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm,| 2Df. (City or town) (County) (State) 
while Not Whil factory, street, office bldg., etc.) 
7 
at worke}-at work To] 


19_6 ZG, and that death occurred at/434 “M, from the causes and on the date stated above. 
220. DATE SIGNED 
ATTENDING MED, STAFF 
Mp, PHYS. SARL Director C1] PHYS. 


ae 22d. ADDRESS 
2 sep E VLBute AY) | 


MEDICAL CERTIFICATION 


should be filed with the State Dept. 


director, 


VR AIS (4) 


20M 


1/65 


RIAL, CREMATION,| 23b, DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 
OVAL, (Specify) 


urial 3-12-66 Grace i i 


24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


Tipton-Eline Hampptead, Md. omAR 14 fOterbi Nudge b 


r Geath, 


bon papers. Pages 1 and 2 


mpletely filled in by the 


ove carl 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in/any.eyent\ within 72 hours 


director, page 3 should be detached for use as the burial-transit permit. Then please r, 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician an 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


526 ‘CERTIFICATE OF DEATH 2 
e Panes. 


1, PLACE DF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institu e admission) 
a. COUNTY Carroll a.starE Maryland b. county Bal toe ‘Otty Type 
MARYLAND 
b. CITY OR TOWN (if outside corporate limits, c, LENGTH OF STAY IN 1b || c. CI TQWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) Batt imore 
ane or os eeava dite ImO 12 da . y 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADI RESS Dri: 6. EST 2 
Springfield State Hospital 3226 Northway Drive, 
yes[] not 
3. NAME DF First Middle ast 4. DATE Moath Day Year 
DECEASED ; -66 
| ctype or print) Milton Mayo Daviés | DEATH bx 19 
5. SEX 6. COLOR OR RACE | 7, 8. PAT H 9. AGE (In years |IF UNDER 1 YEAR|IF UNDER 24 HRS. 
Male White MARRIED] NEVER MARRIED ["} Frey ay last birthaay) Months | Days | Hours | Min. 
wipoweD [-] pivorcED ["] 66 yrs. 
10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR IL BIRTHPLACE (County & State, or foreign country) 


during most of working life, eve ‘etired) 12. uc OF ar 
ing life, even if retire: 
Construction worker Maryland 


13. FATHER’S NAME M4. eae Tia. a ee j / 


MikbowRandes 708% » John g. Davies 


INDUSTRY 


a ta ie INULS. ees 16. SOCIALSECURITYNO. | 17, INFORMANT 
h ‘unkown, es | 

ay! yes give war or dates of service’ 218-083-6969 Springfield Hospital REConds Joga 

18. CAUSE DF DEATH {Enter only one cause per line for (a), (b), and (c).} bala ed 

PART |. DEATH WAS CAUSED BY: 
5. \ IMMEDIATE CAUSE (a) Toxenia BAUS» 
e DUE TO 

Cenditions, If any, which Multiple decubital gangrene | 3 mo,+ 

gave rise to immediate ont 

cause (a), stating the 

Rearivtnk cotee nett. __UeB e+ due to Parkinsonism 20 yrs. 
S PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITION GIVEN INPART 1(a)  |19. WAS AUTOPSY 
S oar 
<x 
s Right purulent parotitis Yes [X} No [ 
i= | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of item 18.) 
§ | OR CONTRIBUTING [7] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 2Df. (City or town) (County) (State) 
= Hour am. ‘ . factory, street, office bidg., etc.) 
8 While Not While 
= p.m. 19 at work QO at work 


21. | certlfy that (I) (this hospital) attended the deceased from. 19. , that (I) (we) last 
saw the deceased alive pn___3=5-66 19, and that death occurred Len: the causes and on the ate stated above. 


22a. SIGNATURE 4 22. ae 

= i Oxy . mo. Bae NS Bretcror J One cml 3 fz ad + 
SSE 22d. ADDRESS Hpringfield State Hospita. 
4 NAME(S) = Sh@be Ozgun, M.D. | Sykesville, Maryland = a 


CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR wee a” 23d. LOCATION (City, town or county) (State) 


“te BR NA at 3. § =66 Bel Aire Mem. G Bel Aire, Md. 


24. FUNERAL DIRECTOR aE adh ao BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


Leonard 9. Ruck 9ne. Bublicate, Md. MAR 9 1966 fb L, 0 — 


tee 


+ 


=k 


Beexecuted within 24 hours after death. 
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and completely filled in by the funeral 


lease remove carbon papers. Pages 1 and 


al and in any event, within 72 hours after deat. 


ed by the attending p' 
Then 


-transit permit. 


State Dept. of Health prior to buria!, cremation, or remov: 


director, page 3 should be detached for use as the bur 


TO FUNERAL DIRECTOR: After this certificate has been si 
should be filed with the 


MARYLAND STATE DEPARTMENT OF HEALTH 


M DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


3587 CERTIFICATE OF DEATH Oe swirl 


as HAGE ‘sd DEATH @. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
8. 


a. STATE b. COUNTY 


write RURAL and give nearest town) 


Sykesville 3Byrs.3mos.ikdys. Baltimore 


Carroll MARYLAND —,flaryland. Barter Cos, 
b. CITY DR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
E } 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) || d. STREET ADDRESS 8. pigs 


Springfield State Hospital 1607 E. 32nd St. ves(_] nota 


|. NAME OF First Middle Last 4. DATE Month Day Year 


DECEASED 


Ropes ADA ELIZABETH DEAN | beatH = MARCH 22 19 66 


5 


Female White WIDOWED 7] pivorced |] | 12=23+1883 eee “Same bel is: 


SEX 6. COLOR OR RACE 7, MARRIED [~] NEVER MARRIED[~]| & DATE OF BIRTH 9. AGE (In years (IF UNDER 1 YEAR|IF UNDER 24HRS, 


yrs. 


1Da. USUAL OCCUPAT!DN (Give kind of work done! 1Db. KIND OF BUSINESS OR TI. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of workin, life, even if retired) INDUSTRY COUNTRY? 


ousewife & Uaclucse “plier Maryland U.S.A. 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


James Hooper Elizabeth Isennoch 


15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


(leis: or unkown) | (Ifyes pive war or dates of service) 


None Records, Springfield State Hospital 


MEDICAL CERTIFICATION 


18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: PCE oe 
| IMMEDIATE CAUSE (a) ACUte pulmonary embolism 
& TA DUE TO d 
Conditions, if any, which «Arising fran the abscess in the neck Weeks 
gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. tc). 


"Tehives Ot Hale INT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TOTHE TERMINAL DISEASE CONDITIONGIVEN INPART l(a) 19. WAS AUTOPSY 


azophrenic reaction, paranoid type in oie 


2Da. ACCIDENT WAS UNDERLYING ja} 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTH EDICAL EXAMINER) 


2Dc. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED (20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m, While Not While factory, street, office bldg., etc.) 


p.m. 19 at work at work 
21. | certify that () (this hosp aes jed the deceased from 1g Bate 19___, that (I) (we) last 
saw the deceased alive on_3"22 19____, and that death occurred Mit) ‘ein the causes and on the date stated above. 
22a, sir a a. Z ae. 22. DATE SIGNED 
Ma Lighing AE ADV) wo. Pnve "S) Biktctor CI pave Gl 3-23-66 
a - 


25-—-PIYSICIAN'S / 2ad. ADDRESSSpringfield State Hospital 
Cia {ye} Agustin del Ca | Sykesville, May ylang 


. BURIAL, Cen 23b, DATE THEREOF | 23d. LOCATION (City, town or county) (State) 


REMOVAL (Specify) 
i Balto. Co, Md. 
25a. REC'D a, REGISTRAR’S SIGNATURE 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mies 78 


CERTIFICATE OF DEATH 


beso al 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before angio 


Koa va a. STATE Jana b. COUNTY Howard 


butsides for orate limits, ¢. LENGTH OF STAY IN 1D || c. City OR TOWN (If outside corporate limits, write RURAL end give nearest town) 


st town) 
Ellicott Cit; ~ 
d, STREET ADDRESS . 1S RESIDENCE 
ON A FARM? 
7 tg LAH ; Kerger Road ves) nol] 
3. NAME OF 4 ; ; ¥ 
DECEASED h Lest 4. BATE ear 
(Type or print) Y g 4 DEATH 19 6 
5. SEX 6. GOLOR OR RACE 7, MARRIED |] NEVER MARRIED LI] & SATE OF BIRTH ; (In years | IF UNDER 1 YEAR|IF UNDER 24 HRS, 


, within 72 hours after death. 


ompletely filled in by the funeral 


me 


remove carbon papers. Pages 1 and 2 


aomevent 


e 


leas 
and i 


birthday) Months | Deys | Hours | Min. 
I. 4 WIDOWED Divorced [7] yrs. 
ya. USUAL OCCUPATION arene ‘ofworkdone| 10b. ree oF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign cp) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) |DUSTR' COUNTRY? 
U, Sid A, 


House wife Om home Woodlawn Anne Arundel Co 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Unknown Sydney Yealdhall 


15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address Ma, 


fit unkown) pe ee Mr, Ha Denni, . Ra, Ellicot 
oer} S erger cott City, 


pial’ ag 
INSET Al 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] 
PART 1. DEATH WAS CAUSED BY: 
ih IMMEOIATE CAUSE iw Adan (an 
BAD? DUE TO 
Cenditions, If eny, which (b). 
gave rise to Immediate 


ransit permit. Then pl 
cremation, or removal, 


ed by the attending physician 


burial, 


RFORMED? 


cause (a), stating the ( DUE TO 

underlylng cause last, {o). Omi bx, 

PART I! OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATHB! ng RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) | 19. pee 
yes[} NOT] 


20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part 11 of item 18.) 
OR CONTRIBUTING [7] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. While factory, street, office bidg., etc.) 


Not While 
p.m. at work] at work [1 ; 


21. | certify that (1 (this ho: pital attended the deceased from. ; that (I) (we) last 
el the ceeeeses alive ol A. , te 


2 | 220. DATE SIGNED 
ATTENDING MED. STAFF 
mo. PHYS. Dd _pinecron (] prvs. CL 


TIN Gina te. badd - 


23a. BURIAL, CREMATION, 3 23b. DATE THEREOF i wa NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


MEDICAL CERTIFICATION 


director, page 3 should be detached for use as the bur 


TO FUNERAL DIRECTOR: After this certificate has been si; 
should be filed with the State Dept. of Health prior to 


REMOVAL (Soecify) 


h i 
25a. REC’D BY REGISTRAR | 251 SIGNATURE 


24. 
VR AIS (4) : 
1/65 4 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certi 


Page 4 may be retained by the hosp 
TO FUNERAL DIRECTOR: After this certi 


and completely filled in by the funeral 
Pages 1 and 


executed within 24 hours after death: 


é remove carbon papers. 


fic: nt 


ing 


ficate has been signed by the attendi 


| or attending physician. 
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director, page 3 should be detached for use as the burial-transit permit. Then 


{ p 
VR AIS (4) fe) 
20M 1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03589 CERTIFICATE OF DEATH 03574 


a PLAGE, Or DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admissjon) 
z . STATE b. COUNTY 7 
Carroll entrar 2 Maryland Montgomery’ 


b. CITY OR TOWN (if outside corperets. limits, ¢. LENGTH DF STAY IN 1b || c. CITY OR TOWN (If outside corporate ilmits, write RURAL and give nearest town) 
wrjte RURAL and give SPS town) Z 
Rural--Sykesv: e 4mo. lldays Silver Spring / 5 


ae, 


d. NAME DF HDSPITAL DR INSTITUTION (if not in hospital, give street address) |) d. STREET ADDRESS . IS RESIDENCE 


Springfield State Hospital 1702 Alberti Drive Basie 


3. NAME DF First Middle Last | 4, DATE Month Day Year 


Cie ree print) Sophie NMN Don Arumo DEATH 3 8 1966 


5. SEX 6. COLOR DR RACE |7. MARRIED [-] NEVER MARRIED[]| & OATE OF BIRTH 9. AGE (in eee Hee ee OD IF UNDER 24 HRS, 
female s. 


white WIDDWED [] Divorced [“] 4/20/75 90 mil BES ge “; 


10a, USUAL OCCUPATIDN (Give kind of work done| 20b. KIND OF BUSINESS DR Tl. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN DF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
Italy 


housewife Home Italy 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
a Patel unknown 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITY ND. | 17. INFDRMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 


no unknown Springfield Hospital records, Sykesville 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL Taeth 3 


PART |. DEATH WAS CAUSED BY: F 
IMMEDIATE CAUSE (a). c 


fer 
WwW 4- 


y 

Cenditions, if any, which 

gave rise to Immediate 

cause (a), stating the QUE T 

underlying cause last, (©). 

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUTNDT RELATED TQ THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) | |19. WAS AUTOPSY 

hronic brain syndrome with senile brain disease with psychotic PERE ORMEDZ 

reaction, Yes [7] No 

20a, ACCIDENT WAS UNDERLYING 206. DESCRIBE HOW INJURY DCCURRED. (Enter nature of Injury In Part | or Part 1 of Item 18.) 


OR CONTRIBUTING [] CAUSE DF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME DF INJURY Month, Day, Year | 20d. INJURY DCCURRED | 20e. PLACE DF INJURY(Home,farm,| 20f. (City or town) (County) (State) 
| while Not White factory, street, office bldg., etc.) 


19 at work at work 


21. E certify that 3 (this hospital) attended the deceased from 19_05, to H= 2 _, 1922, that O (we) last 
saw.the ‘deceased alive on___~¥ ~ 4° _19/- , and that death occurred a LAM, from the causes and on the date stated above. 


92. SIGNATURE ; bs DATE SIGNED 
= s ATTENDING MED. STAFF s eae 
; Die mo. Puys. —_{_]_ rector [] Pus. 7 f —@& 


22d. ADDRESS Springfield State Hospital 
Robert M. Deeb, M.D. Sykesville, Maryland 


MEDICAL CERTIFICATION 


e) 


23a. BURIAL, CREMATIDN,| 23b. DATE THEREDF 23c. NAME OF CEMETERY DR CREMATORY 23d. LOCATION (City, town or county) (State) 
RENDVAL (Soeclfy) 


Burla 3/11/66 Parklawn Cemetery | Rockville, Mary) a aad 
24. FUNERAL DIRECTDR ADDRESS 258. REC’D BY REGISTRAR | 25b. REGISTRAR'S SI mG 


Robert A. Pumphrey Bethesda, Md. oMAR 11 1966 


=. 


d 


filled in by the funeral 
, and in any event, within 72 hours after dea 


jon papers. Pages 1 an 


pletely 


ed within ‘ hours after death. 


€ id 
lease remove carb 


it 
com, 


transit permit. Then 


The law requires that the death certificate b 
should be filed with the State Dept. of Health prior to burial, cremation, or removal 


I or attending physician. 


director, page 3 should be detached for use as the bu 


Page 4 may be retained by the hosp 
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TO HOSPITAL q ATTENDING PHYSICIAN: 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, rere 


CERTIFICATE OF DEATH NS580 


2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


STATE 
MARYLAND 
b. CITY OR Fiartal ‘a ‘e)) a? orate limits, ¢. LENGTH OF STAY IN 1b || c/CiTy OR TPWN ‘If outside corporate limits, write RURAL end give fedrest town) 


T) writer SS glyp neares! Poy R ) 
a NAME OF ap OR pip dt ¢ In Lo Ive street address) || d. STREET ADDRESS @. IS RESIDENCE 


ON A FARM? 


5 Pot MN tk d sl no fe 


NAME ee ; uchhor7 a 4. DATE Month Year 
(ype or print) 1 (e DEATH VL avy 19 & b 
. 6. COLI Wa OR RACE | 7, 


MARRIED [-] NEVER MARRIEO[]| & OATE OF BIR 3. AGE (Tn years | IF UNDER 1 VEAR fF UNDER 24 HRS. 


day) [Months | Days | Hours | Min. 
ey ihe pivorceo[ | |WMEC, 1¢ SL oe “yrs. | | 
JAL OCCUPATION ally gf work done) 10b. KIN OF BUSINESS OR TI. BIRTHPLACE (County & Statl; or foreign co 12. CITIZEN OF WHAT 


ig wire Ow WH ee wn VA Wd U's 4: 


. MOTHER'S MAIDEN NAM h 
se Emma OD (eg eg v a(n 
15. WAS DECEASED EVER IN U.S. DP! & 16. SOCIALSECURITY NO. 
(Yes, ne on Pra 
—— 


20-YEYO 


18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and (c / INTERVAL BETWEEN 

PART I. DEATH WAS CAUSED BY: : ; ‘ rexioklesek Oe 

4 IMMEDIATE CAUSE (2)__ Arteriosclerotic heart disease, arteriosclerosi 

4 / DUE To 
Conditions, If any, which P $ 4 i rec bra 
eaNarNSL to. ln chontecd o)_ generalized, cardiac failure, severe cerebral 1965 
cause (a), stating the DUE TO 
underlying cause last. (6). = 5 -16-66 


PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART1(@) |19. Ue 


yYes[] No [} 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
white Not Whit factory, street, office bidg., etc.) 
e 

E 1g at work] at work 


21.1 cently that (I) (this hospital) attended the deceased from 19. to. , that (1) (we) last 


saw the deceased alive on_3=—16 ________19_66, and that death occurred abi 204M, from the causes and on the date stated above. 
: 2b. DATE SIGNED 


a | 
Keath" vo, HE" (Arn 2 HAE 0) 8-16-66 
PHYSIC 22d. ADDRESS 


NAME T¥82)  y oward BE. Hall, M.D. Sykesville ,Maryland 


MEDICAL CERTIFICATION 


pEMOV! we ) 


23a. BURIAL, CREMATION,| 23b. DATE ern 
osMAR 22 1966. 7a ai 


<= 


~ 
3 


in 24 hours after death, 


bon papers. Pages 1 and 2, 
within 72 hours after death. 


© 


ian and completely filled in by the funeral 


ie 


hys' 


ing p 


ansit permit. Then please remove carl 


cremation, or removal, and in any event, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be execu’ 
Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attend 


director, page 3 should be detached for use as the bur' 
should be filed with the State Dept. of Health prior to burial, 


VR AIS (4} uf 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 3 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before aan) pre 
8. COUNTY a. STATE b. COUNTY 


write RURAL and give nearest town) 


Srpeseye ff 17 days West Friendship 
d. NAME OF HOSPITAL Of INSTITUTION (if not In hospital, give streaf address) || d. STREET ADDRESS 


5 . eos’ -- 


3.° NAME First 
pany ir: Middte Last 


(Type cain IARC a VN BRoy WV 


5. SEX 8. COLOR OR RACE [7, maRRiED [~} NEVER MARRIEO[]| ®& OATE OF BIRTH 


Crero if MARYLANO Ma yl and Howard 
b. CITY OR TOWN (if outside corporate limits, | c. LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporate limits, write RURAL and glve nearest town) 


@. IS RESIDENCE 
ON A FARM? 
yes] nok] 


Month Day Year 


EATH Monch 2# 66 


9. AGE (In pears. IFUNDER 1 YEAR |IF UNDER 24 HRS. 
last birthday) (Months | Oays | Hours Min, 


[=] 
7 


Negro WIDOWEO Fe] pivorceo[]} 5-10-85 80 yrs. 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR II. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INOUSTRY | COUNTRY? 
° come. U.S.A. 


Maryland 
Ts. FATHI E TE MOTHER'S MATOEN NAME 


Brown Annie - 
15. WAS DECEASEO EVER INU.S.ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) |(If yes give war or dates of service) 
no ingfi Hospital records, Sykesville 
18. CAUSE OF DEATH [Enter only one cause per Ilne for (a), (b), and (c).] INTERVAL BETWEEN 
, ONSET, ANO DEATH 
PART I. OEATH WAS CAUSED BY: uM » ‘ 
De IMMEDIATE CAUSE (a) thi as 7c CARI a ya sculed dg, % EASE Lyenh 
Pak } OUE TO 


Conditions, If any, which by 
gave rise to Immediate 
cause (a), stating the QUE TO 
underlying cause last. (©). 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH BUT NOT RELATED 10 THE TERMINAL OISEASE CONDITION GIVEN IN PART 1(a) 
. = So Fy po tee : ts r * 46%, * 
Chro 2 hrain yeynarome with cerebral arterioselerosis without 
Ss 

20a. ACCIDENT das UNDERLYING 20b. OESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part | or Part II of Item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURREO | 20¢. PLACE OF INJURY (Home, far 

Hour While Not While factory, street, office bide., etc. 
at workL 1 at work [_] 


21. 1 certify that (I) (this hospital) attended the deceased from_March 8 , 1966, to_March 24 19.66, that (I) (we) last 
: / ZH 


19. WAS AUTOPSY 
PERFORMED? 


ves} No Ey 


‘20f. (City or town) (County) (State) 


MEOICAL CERTIFICATION 


saw the deceased alive on. i9 and that death occurred at/Z*/4ea4, from the causes and on the date stated above. 
22a. S\GNATURE 


A le OATE SIGNEO 
AK Wel rap, BE) Mise EAE 
ae eS 22d. AOORESSSHringfield State Hospital 
{_“* "| samuel P. Wise, III, MD. | Sykesvs = 


23a. BURIAL, real | 23b. DATE THEREOF | 23¢. NAME OF CEI 


PEMA (Specify) 3-2 q- 


in 2 
24. ,FUNERAL OIRECTOR 3 


ERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
femetery | Hownrd Co. Md : 
25a, REC'D BY REGISTRAR NA E 


25b. REGISTRAR’S {. 


pers. Pages 1 and 2 


ompletely filled in by the funeral 
y event, within 72 hours after deat 


fe carbon pa 


med by the attending physicii 
-transit permit. Then pleas 


tal. 


: After this certificate has been sig 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and i 


director, page 3 should be detached for use as the bur! 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


08592 CERTIFICATE OF DEATH Ud5&2 


1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
SC RCTnT a a. STATE b. COUNTY 
Carroll MARYLANO Maryland Carroll 
b. CITY OR TOWN (if outside corp orate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and glve nearest town) 
write RURAL and give neares' P town) 
Sykesville 3yrselimos.20dyp. Flohrville - Rural / 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) |) d. STREET ADDRESS 8. Tg RESIDENCE 
Springfield State Hospital Rt. hk, Box 34 ves(_]_ nope] 
3. pea er First Middle tast 4. BRIE Month Day Year 
(Type or print) OLIVIA (NM) DORSEY | DEATH MARCH 29 19 66 
5. SEX 6. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED[] | ® DATE OF BIRTH 9. AGE (in ears TFUNOER 1 YEAR|IF UNDER 24 HRS, 
Min. 
Female | White wivoweD J _oivorcev [-] (0-10-1889 76 deal eal le 
10a. USUAL OCCUPATION (Give kind of workdone | 10b. a OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of workin life, even If retired) INDUSTRY. COUNTRY? 
Housewife/store clerk Maryland U.S.A. 4 
13, FATHER’S NAME 14, MOTHER’S MAIOEN NAME 
John 0. Warfield Marilla (last name unk.) 
a WAS DECEASED EVER INU'S.ARMEDFORCES? | 16. SOCTALSECURITYNO. | 17. INFORMANT Address 
, oF unkown) | (If yes Give war or dates of service: 
“NS 212-26-1500 Al Records, Springfield State Hospital 
18. CAUSE DF DEATH [Enter only one cause per tine for (a), (b), .. INTERVAL BETWEEN 
PART I. DEATH tas wat oho ee ong ET AAD EENT 
IMMEDIATE CAUSE (a)_ACUte pulmonary edema [Minutes 
46 QUE To 
Conditions, If any, which _Arteriosclerotic heart disease eee g 
gave rise to Immediate 
cause (a), stating the ( OVE TO 
underlying cause last. (ec) 
EARLE - OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO OFATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART1(a) |19. WAS AUTOPSY 
assocs with cerebral arteriosclerosis » with psychotic reaction Fenton 


ves [[] No [J 


20a. ACCIDENT WAS UNDERLYING 

OR CONTRIBUTING [| CAUSE OF D 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Oay, Year 
Hour a.m. 

p.m. 


20b, DESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part | or Part II of Item 18.) 


20d. INJURY OCCURRED 


While Not While 
19 at work at work 


21. I certify that (1) (this hospital) attended the deceased from. 


be B00; a |__, that (1) (we) last 
saw the deceased alive on 3-29-66 ig, and that death occurred a' m the causes am on n the ¢ date stated above. 
22a, SIGNAT) ] 22. DATE SIGNED 


a ‘ i hae e 


20e. PLACE OF INJURY (Home, farm, 


20f. (City or town) (County) (State) 
factory, street, office bidg., etc.) 


MEDICAL CERTIFICATION 


J Pave °C] _Gietoror [) PAYS. ae 
226. PHYSICIAN'S id. ADDRESS Springfield State Hospital 
|__ "0 Antonius Glahn, %/D. | : 
23g, BURIAL CREMATION, 235, DATE THEREOF 23c._NAME OF CEMETERY fs pid 23d. pk (City, town or county) tate) 
ipecify) 
dain H-2-6¢ | Ereedom _Cemeter Sykesville, Md. 
24. FUNERAL OIRECTOR ARS SIGNATURE 


3 AODRE lA EC’D BY REGI. (AR | 25b. REGIS 
n/m a 


MARYLAND STATE DEPARTMENT OF HEALTH 
oasge OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, fa 


CERTIFICATE OF DEATH O358: 


1, 0s OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence belore admissio 
COTE a. STATE b. COUNTY ve 
Carroll MARYLANO Maryland 
b. CITY OR TOWN (if outside corerete limits, ©. LENGTH OF STAY IN Ib |} c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town 
Sykesville 8 days Baltimore 21215 2 — +f 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET AOORESS i ba tela 


Springfield State Hospital hl27_ Park Heights Avenue yes] nobel 
3. NAME OF First middie Last DATE Month Day Year 
DECEASED é OF 
(Type or print) Sadie NMN DUBIN DEATH March 20, 1966 
5. SEX 6. COLOR OR RACE | 7, MARRIED [] NEVER MARRIED[] | & OATE OF BIRTH 9. AGE (in years | FUNDER 1 YEAR IF UNDER 24 HRS. 
F 1 Whit 5 last birthday) Months | Oays | Hours Min. 
emale te WIDOWEO Divorceo["]|_Unkn. 70? _yrs. 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR Tl. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
Housewife Ukraine Naturalized 
13. FATHER’S NAME 14. MOTHER'S MAIOEN NAME 


Nathan Azrilant - dec. Ida__? 
15. WAS OECEASEO EVER INU.S.ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes pive war or dates of service) 
= 2/6-32-SISF\ Springfield State Hospital Records 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 


ts s ONSET AND OEATH 
UF gE EB a as Peripheral vascular insufficiency. weeks 


#260 OvE To ; : ' 

Conditions, If any, which w__Arteriosclerotic heart disease. years 
gave rise to Immediate ee 
cause (a), stating the . 4 a 

underlying cause last. «Generalized arteriosclerosis. | years 


“PART I1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO 10 THE TERMINAL DISEASE CONOITION GIVEN IN PART 1(a) 19. ee Me aE 


ves [7] NO 


ee 
Es 


24 hours after death. 


cian and completely filled in by the funeral 


s. Pages 1 and 


within 72 hours after deatfi. 


be executed within 
lease remove carbon paper: 


and in any event, 


g 


ed by the attendi 


, cremation, or removal, 


-transit permit. Th 


ding physician, 
the b 
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20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury in Part | or Part II of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, 20f. (City or town) (County) (State) 
Hour a.m. While Not While factory, street, office bidg., etc.) 
p.m. 19 at work) at work 


21. | certlfy that {I) (this hospital) sy he deceased from. 19. , that (I) (we) last 


__saw the deceased alive o -20- 19____, and that_ death occurred 10279, Lowa the causes and on the date stated above. 
22a, SIGNATURE .~) 


After this certificate has been si; 
MEDICAL CERTIFICATION 


22b. DATE SIGNED 


C he mp. PHYS OneecTor [1] BAYS. al 3-20-66 


2c. PHYSICIAN'S 22d. AOORESS Springfield State Hosp ital 
|__MEGH®) Octavio Ruiz, M.D. | Sykesville, Maryland : 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


Page 4 may be retained by the hospital or atten 
director, page 3 should be detached for use as 
should be filed with the State Dept. of Health prior to bur 


TO FUNERAL DIRECTOR: 


Ba. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATOR = 23d. LOCATION (City, own or Span, 
REMOVAB (Specify) 


Zp J, aioe 3B yWAd Zee Barro. Gry 


24. FUNERAL DIRECTOR AODRESS 25a, REC'D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 


VR AIS (4) jack Lewse Tote, thd -2 Gartrgee PUACE . oMAR 2 3 1966 | 


20m 1/65 == 
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ond completely filled in by the funerol 


gned by the ottending phy 


After this certificote hos been si 


director, poge 3 should be detoched for use os the bi 


TO FUNERAL DIRECTOR 


e) remove corbon papers. Poges 1 and 2 
aed in ony event, within 72 hours after deoth, 


-tronsit permit. The 


MARYLAND STATE DEPARTMENT OF HEALTH 


Division of STATISTICAL RESEARCH AND RECORDS, 301 
CERTIFICATE 


es e 


W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
qr 


OF DEATH 03 5&4 


ok: 


T. PLACE OF DEATH 


e OWN Cn pps Ly 


MARYLAND: 


2, USUAL RESIDENCE (Where deceased lived, jf institutian: Residence before admission) 


b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN Jb 


write be’ rh give nearest town) 


@. NAME OF HOSPITAL OR INSTITUTION (If nat in haspifel, give street address) 


—— 


a. STATE yy LBA D b. COUNTY y) ae 


«CITY OR TOWN (If outside carparate limits, write RURAL and give neorest tawn) 


cb 
1 RESIDENCE 
ON A FARM? 


[J no 


d, STREET ADDRESS. 


3. NAME OF 
ECEASED 
‘Type ar print) 


Middle 


BLADFERD 


First 


PRTHER 


LUV ALL 


lost 4. DATE 


death AZ 0 Ck 


S. SEX 6. COLOR OR RACE 


L 
7. MARRIED ps 
O 


NEVER MARRIED [_] 
WIDOWED 


8 


ovorto | FEB F-/SFL 


TF UNDER 24 HRS. 


OATE OF BIRTH 9. AGE {In years 


lgst birthday) 
yrs. 


10a. USUAL OCCUPATION (Give kind of work done 
during most af warking life, gent retired) IND! 
7 K 


T0b. KIND OF BUSINESS OR 
USTRY 
o£ 


13. FATHER'S NAME 


WA R DUVALL 


V2. CITIZEN OF WHAT 


11. BIRTHPLACE (County & State, ar faresgn country 
or lg i COUNTRY ? 


14. MOTHER'S MAIDEN NAME 


FLLA GILBERT 


16. SOCIAL SECURITY NO. 
(Yes, na, arunknawn) {If yes give war ar dotes af service} 


NO ANS 16 * 


IS. WAS DECEASED "tf IN U.S. ARMED FORCES? 


17. INFORMANT 


Address 
Z: vs sab 


18. CAUSE OF DEATH (Enter anly ane cause per line for (a), (b), and {<).) 
PART |. DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE (a) 


INTERVAL BETWEEN 
ONSET AND DEATH 


DUE TO 


5 x 
Conditions, if any, which gave 


(b) 
DUE 0 


iG} 


U 


tise to immediate cause (a), 
stating the underlying cause 
last. 


PART Il. is 
a 


[7 


200. ACCIDENT WAS UNDERLYING 1 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. TIME OF INJURY Month, Day, Year 
H While gO Nat While 


faur a.m. 
19 at work ot wark 


p.m. 
21. 1 certify that (I) (this haspital) attended the deceased from 


20d. INJURY OCCURRED 


MEDICAL CERTIFICATION 


saw the deceosed alive on 19 


, and that death occurred at 


aE WE BP Vig PEO a 


ICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 


19. WAS AUTOPSY. 
PERFORMED? 


Abate ves) no 


20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port Il of item 18.) 


We. PLACE OF INJURY (Hame, farm, 20f. (City or town) 
o factory, street, affice bldg., etc.) 


(County) (State) 


19 to__ sen, 19, thot (I) (we) last 


M, fram causes and an the dote stoted obove. 


‘22a. SIGNATURE 


i 


Te. PHYSICIAN 
NAME (Typs 


SoH 5. AARSNE 


M0. 


ATTENDING 


PHYS. Eq, 


2d. ADDRESS 


MED. 
DIRECTOR 


STAFF 
PHYS. 


oO 


230. BURIAL, CREMATION, 
<< REMOVAL (Specify) 
L 


24. FUNERAL DIRECTOR 


23b. DATE THEREOF 
ey 


shoutd be filed with the State Dept. of Heolth prior to burial, cremation, or removol 


Go~ 


WIN TERS 


a 
= 


23c. NAME OF CEMETERY OR CREMATORY 


Dt OL a 


23d. LOCATION (City or Tawn) 
LEV YDSO 


gy D aici Pry ISTRAR’S SIGNATURE 
PAAR 2 81866 


OBES 


(County) 


papers. 


‘ompletely filled in 
carbon 
in,atly event, within 72 ho 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


02595 CERTIFICATE OF DEATH Qr en 


1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


e, COUNTY b. COUNTY 
Carroll MARYLAND faryl an Carroll 
b, CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, writa RURAL and give nearest town) 


write RURAL and give Reares' town) 
Rural Woodbine 2 weeks Rural Sykesville 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) || d. STREET ADDRESS a rtp espe 


Woodbine, Road Liberty Road yesE]_nofi 


3. Vyas ‘Irgt Middle Last 4, P38 Month Day Year 
Bile L( GEL A DWE ke | tn ekek de ah 
5. SEX 6. COLOR OR RACE | 7, MaRRIED D 8. DATE OF BIRTH 9. AGE (In years] IFUNDER 1 YEAR |IF UNDER 24 HRS. 

- (7 Never marRieD [~] last birthday) Months | Days | Hours | Min. 
Female| White wipoweD fej___bivorceo{] | 9-42-1909 vam yes. 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working lifa, even If retired) INDUSTRY COUNTRY? 


Seamstress Sewing lary, and USA 
13, miaae UAL 14. MOTHER’S MAIDEN NAME 
Elizabeth Thompson 


2omas 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 


Ho === XIS-03-14, Mr. Wade Thompson Woodbin ui 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |, DEATH WAS CAUSED BY: = 
IMMEDIATE CAUSE (a), Carcinoma of the breast 
pay May 1965 


/ sf DUE TO 3-4-66 
Conditions, tf eny, which Generalized mastitis 
gave tise to Immediate ) 


cause (a), stating the ( DUE TO 
underlying cause last. (c) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) | 19. psa 


Yes {-] NO ad 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part II of Item 18.) 
OR CDNTRIBUTING [| CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. While Not While factory, street, office bldg., etc.) 
p.m, 19 lat work at work 
21. I certify that (I) (this hospital) attended the deceased from__May , 1963 to_3=4=66 _, 19___, that (I) (we) last 
saw the deceased alive ane te ee - OG 19____, and that death pecurred at4 #309, from the causes and on the date stated above. 


22a, SICNATUR “ 22b. DATE SIGNED 
Le. Late” 0 HBO" CH Wren BE ol arch 4, 1966 

220. PHYSICIAN'S 22d. ADDRESS 

| NAME (yPe) Howard E. Hall, M.D. Sykesville, Maryland 


MEDICAL CERTIFICATION 


23a. BURIAL, CREMATION,| 23D. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATIDN (City, town or county) (State) 
REMDVAL (Specify) Ma 
1 140.» 


24. FUNERAL De ig a S a 25a. REC'D BY REGISTRAR| 25b. REGISTRAR'’S SIGNATURE 
} 4 {gar zi 
Wyld doboue oA 10 1955) fOCordan Qucge 


hin 24 hours after 
led in by the funeral 


ease remove carbon papers. Pages 1 and 2 should 


e 


and completer 
nt, within 72 hours after death. 


by the attending physician 


R ATTENDING PHYSICIAN: The law requires that the death certificate be execute 
be retained by the hospital or attending physician. 
1, cremation, or removal, and in ant eve 


director, page 3 should be detached for use as the burial-transit permit. Then p' 


TO FUNERAL DIRECTOR: Alter this certificate has been signed 
be filed with the State Dept. of Health prior to burial 


TO HOSPIT, 
death. Pagi 


< 
a 
us 
a 


15M 7/61 
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MARYLARD STATE DEPRRI MENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03596 a CERTIFICATE OF DEATH D256R 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: wee bafore admission) 


a. COUNTY, 


g WA MARYLAND 


Oe 
c. CITY OR TOWN Ff outside corporate limits, wrife RURAL and give nearas! own) / 
tral. — WanpsSTEAD Wary larg? _ 


‘d. STREET ADDRESS 


b. CITY ORTOWN iif outside corporate fimits, | ¢. LENGTH OF STAY IN Ib 


ae ae nearest town! Bey Le, 


4. os o HOSPITAL of sil {if not In hospitel, give siveet address) - 1S RESIDENCE 
heat D Mari/ard ptoscleseile Sizer ves [] No 
KS rate “First Middl 4. ‘BATE Month Day “Yeor 
(Type int} SEATH La wa 
Reem ( orsharrg- gee ee non Marck 26 9 66 
5. SEK 6. COLOR OR RACE] 7, manKied VER MARRIED [] | ® oe (OF BIRTH ]9. AGE (in years |IF UNDER 1 YEAR] IF UNDER 24 HRS. 
& binthdey) da Days | Hours | | Min. 
lth CL Wa wioowen ["]__pivorcep [] Sly 74) /88/ ye | 
Wa, USUAL Sewer Kind of work | IDB. I. (OF BUSINESS OR NYDUSTRY | 11. Rian (Coupry & es & fon country) | 12. CITIZEN OF WHAT COUNTRY? 
done during mgst of working, life, avan if ratired) | lise y) Z A. 
CS ft Uf, ary G Vial L ferg¢o 2 <. 
”ATHER’S NAME yaa Rotate € wAIDEN << 


tanel Lipera a ig a epee je oe. 


15. WAS'DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.|_ NT Address : Br 
{Yes, no, or unkown) | (Ifyatgiva war or dates ofservica) PPD 
a ee ae Yp-42- 278. B\ Mia Clon cal 
“18, CAUSE OF DEATH [Enter only ona cause paytina foyla), (bj, and {c).] | thet / BETWEEN 
ate 4 Cages 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a)__| 
YZ of DUE TO 
Conditions, if any, which (b) 
gava rise to immediate causa Z 
(a), stating tha underlying DUETO 


causa last. (e) 
Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(al| 19, WAS AUTOPSY 
2 —— PERFORMED? 
3 —_—— yes [] NO 
t= [20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter naiure of injury in Pact | or Part Il of itam 18.) 
i= 
& | OR CONTRIBUTING-E}EAUSE OF 
toy (WF EITHER, NOTIFY MEDICAL EXAMINER) 
3% | 20c. TIME OF INJURY Month, Day, Yaar | 20d. INJURY OCCURRED 20e, PLACE OF INJURY (H farm, | 20f. (City or town) (County) (State) 
ES Tee hein. While Not While factory, streat, office bldg., ete.) i eee 
= i) oe at wor work —_—_—_— | 


SK : © Ears Mees to Gh oe ich 
3 | 22d. ADDRES: 
ISG tee avg he ie 


3a, bupAL, ~GREMATION, | 2%. DATE THEREOF 23c. NAME OF CEMETERY OR i ey 
; aes rial” 


B | 3/29/66 Wesley Cemetery Cepteid Coes Ma. __ 
‘24 FUNERAL DIRECTC DIRECTOR'S SIGNATURE ADDRESS |? GI ‘5b, 
‘Tipton-Eline Fun. Home, Hampstead, Mde |oat ROE 1866 ¢ ina G 


(City, me nor a (Stata) 
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pers. Pages 1 and 


y event, within 72 hours after deat 


and completely filled in by the funeral 
move carbon pa 


ey 


permit. Then pi 


he attending physi 
, cremation, or removal, 


c= 
ie 
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director, page 3 should be detached for use as the bur! 
should be filed with the State Dept. of Health prior to burial 


TO FUNERAL DIRECTOR: After this certi 


VR A15 (4) 
15M 4-64 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


93597 CERTIFICATE OF DEATH Od5&7 
. PLACE OF 


WNT Lo 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 


oO a. STATE b. GOONTY : 
4 eee MARYLAND Lo [2 a 


b. CITY OR TOWN (If outside Corporates limits, 


write A beer end give es 


c. LENGTH OF STAY IN ib || c. CITY 65 a corporate limits, write RURAL and glve neerest town) 
3h A ovRS 


‘oe a _ a a ~ / 
a nk 5 OF oeetar Os, ger TTETION (not jn hospital, give street address) || d. STRE Z ADDRESS 8. 1S RESIDENCE 
¢ oP NS —— ON A FARM? 
at enrieer€ HOSP || Morte 7 Prt rset 
3 NAME OF ah Middle Last a DATE Month Day ‘Year 
(Type or print) HEKMAN FlLk ER. EVLER DEATH = es woe 
5, SEX 6. COLOR OR RACE | 7. waRRieD [=] NEVER es 3. ee F BIR 9. AGE (is Yoars [FUNDER YEAR IF UNDER 24 HRS, 
last on Months | Days | Hours | Min. 
LAN wiooweD [-} or alle 
103, USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 2. BIRT fate om E Sate, orton enue) | 12 CITIZEN OF WHAT 


during most of working life, even If retired) 


NONE NONE 


PIA AK MEE ss 


INDUSTRY "Md. ; COUNTY, pg 
73. FATHER’S NAM is. rae: ; 
ae w. EVLER | 


15, WAS DECEASED EVER INU.S. ARMED FORCES? 
(Yes, no, or unkown) | (Ifyes pive war or dates of service) 


16. SOCIAL SECURITY NO. 


No MONE NONE 


17, INFORMANT Address 


INTERVAL BETWEEN 
DEATH 


a eae ONSET AND 
La, Lose Janae 


18. CAUSE DF DEATH [Enter only one cause per,line for (a), (b), 


andie).1 
PART 1. DEATH Was caused BY: = Sa OR 
ve IMMEDIATE CAUSE (a) Ceapece. 


7 - 
4 eee DUE TO 
Conditions, If any, which (b) 


gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (©) 


& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASECONDITIONGIVENINPART 1(a) |19. WAS AUTOPSY 
= here © 
é LM, a Se aes rea ee ves] No St 
= | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
| 0c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,] 20%. (Clty or town) (County State) 
a Hour a.m. While Not While factory, street, office bidg., etc.) 
8 
= p.m. 19 at work] at work O 

21. I certify that (4 (this meen attgnded fhe deceased fro : to__ 7 —“Z, 19 2 that (1) (em) last 

saw the deceased alive o' 1962, and that death occurred at>_4 M, from the causes and on the date stated above. 

Za. Sil ? 22b._ DATEAIGNED 
ATTENDING ox HR STAFF 5 
CAC TX pirtctor () Pays. he C4 
2c. PHYSICIAN'S ae ADDRESS RFIELD AVE 
nae KBes M, CLEEN wax Peet Ee, MAeyL OAD 
23a. Pare 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION ra town or codnty) (State) 
acl 

BoEEIA "3/7 Joe Ve CREEK CEMETERY JEW WiNPSoR KuRAL _ MD, 


ge NE 25a. REC’D BY 2 tare 25b. REGISTRAR’S SIGNATURE 


vicaienMlAR 14 1964 fCHonbiy Yacge 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


8 CERTIFICATE OF DEATH DE588 
1. PLAGE OF DEATH Z, USUAL RESIOENCE (Where deceased lived, If Institutions Residence before admission) 
. Crreell A a staTE 1) b. COUNTY Carroll 


write RURAL and give nearest town) 


Rorp\—_ Syukesvi jie Yenes |Roval _Syukesvi dle | 
d. NAME OF HOSPITAL OR INSTITUTION (if not In spct ae ‘street address) || d. STREET ADDRESS 8. Tea. 
Dos weod Rd. Dog Weoel Riad Be nofd 
3. NAME O First Middle 


"DECEASED 
(Type or print) f 


Last 4. ag Month 2 Year 
MAY __FITZSTAMONS | BeaTa we Al 1966 
5. SEX B. COLOR OR RACE /7. mannteD [9 NEVER MARRIEO [|| ® DATE OF BIRTH 8 AGE (i years I Hee tis 
‘ ts “ ay) Months | Days | Hours | Min. 
Fem ple | whi te | wwowes 5 Divorced [-] Y- 4- 1903 G2 yrs. | 


"10a, USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. Cg WHAT 


during most of working life, even If retired) 
Mae y land 
t 


vVRSE 
13. FATHER’S NAME Mors: a 


b. CITY OR TOWN (if outside corporate limits, tl c. Pee) OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


> 
So 


y event, within 72 hours after death. 


move carbon papers. Pages 1 and 2 


eee 


= 14. MOTHER'S D NAME 
5 ~ ee < HS 
= jee Bours Lillie Oelep) pine 
3 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITY NO. INFORMANT Mis 
= (¥es, No, of unkown) | (Ifyes give war or dates of service) 
—_ 


4 9654| Me. W* Fite si amogs Sykes ithe, Ma. 


 {a), (b), and (c).] INTERVAL BETWEEN 


i202) We kpeced (n3| ti Mee 
cause (a), stating the ( OUETO 


BhLiay aed Ltd Ge 


PART II. OTHER SIGNIFICANT COJ TONS CONTRIDUTINGTO, /EATH BUT NOTRELATEO TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 
ey Mbp Lie LP YZ 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 


18. CAUSE OF OEATH [Enter only one cause per /ine 
PART I. DEATH WAS CAUSED B' 
> IMMEDIATE CAUSE, ‘a 
FO} DUE TO 
Conditions, If any, which (b) 
gave rise to immediate 


-transit per 


19. ae AUTOPSY 
ERFORMEC? 


YES a NO 


20a. ACCIOENT WAS UNOERLYING 
OR CONTRIBUTING (] CAUSE oF 
(IF EITHER, NOTI EOICAL 


20c. 


(MINER) 
JURY Month, Oay, Year 


20d. INJURY OCCURREO 


While Not While 
19 at work at work 


ify that (1) (this hospi tended Ahe deceased from + 
deceased alive on. wex.19(2¢~, and that death occurred ap Sp 
picky 
Z 


20e. PLACE OF INJURY (Home, farm, 
factory, street, office bldg., etc.) 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


that (I) Gre} last 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


23a. ae ee 23b. DATE THEREOF Vi NAME OF CEMETERY 163 Sok U \TORY |" ait, (City, town or county) (State) 
pec! 
Bory S=S- bla Lowdown di moge rossi 


24. FUNERAL Vil AES 25a. -R | BY Balt 25, ie SIGNATURE 
2, 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


director, page 3 should be detached for use as the burial- 


VR AIS (4) Q 
20M 1/65 NY 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certi 


e tt e be executed within 24 hours after death. 
Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the atten 


VR AIS (4) ny 


20M 


Pages 1 and 2 


ician and completely filled in by the funeral 


‘please remove carbon papers. 
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director, page 3 should be detached for use as the burial-transit permit. T! 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 3589 
1. as Cia DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
- i b. COUNTY 
Carroll MARYLAND : “Mar ‘Land i ‘Baltimore City / 


b. CITY OR TOWN (if outside corporate limits, c. LENGTH DF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Sykesville yreelOmos.el7dys. Baltimore f 
¢. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS o 1S RESIDENCE 
Springfield State Hospital 2908 Elgin Ave. ves] nog) 
3. NAME DF First Middle Last 4 DATE Month Day Year 
DECEASED | OF 
(ype or print) HATTIE FLORENCE GASKINS DEATH MARCH 12 1966 
5. SEX 6. CDLDR DR RACE | 7, MARRIED [] NEVER MARRIED[]| & DATE OF BIRTH 9. AGE i og IFUNDER 1 YEAR|IF UNDER 24 HRS. 
Ir '¥) | Months | Di Hi Min. 
Female Negro widoweD (] Separorceo [_] |11-21-1879 86 ol Al rel geelles 
10a. USUAL OCCUPATIDN (Give kind of workdone| 1Db. KIND DF BUSINESS DR LI. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY CDUNTRY? 
Virginia oS Ae 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Robert Lee Robinson Nancy West 
5, WAS DECEASEDEVER INU'S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT dares = 
, NO, cowl yl jive war or dates of service. o t 
| we: ace) 290 Ebay Kr 
18. CAUSE OF DEATH [Entcr only one cause per line for (a), (b), and (c).1 MES 
PART |. DEATH WAS CAUSED BY: 
: MCSE cauet iy)__ Chronic congestive heart failure month 
Go ) DUE TO 
Cenditions, If any, which @__Arterdiosclerotic heart disease years 


gave rise to Immediate 
cause (a), stating the ( DUE TD n 
underlying cause last. «__General arteriosclerosis, severe years 


S PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITION GIVEN INPART l(a) |19. PU 
3 —————— 

By YES np 
si 2Da. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 

& | OR CONTRIBUTING [] CAUSE DF DEATH 

© | (IF EITHER, NOTI EDICAL EXAMINER) 

= 20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
8 Hour a.m. While Not While factory, street, office bldg., etc.) 

= p.m. 19 at work at work 


deceased fro ; Foo, He , 19__, that () (we) last 
19___, and that death pccurred at?" ~~M, from the causes and on the date stated above. 


22a. GNATURE 22b. DATE SIGNED 
Cycle dee. nysd no SOM eon CBE ge] 3oan~6 

22c. YSICIAN’S oe 22d. ADDRESS 

mie OPO Agustin del Campo,/M.D. | Springfield State salar 


21. | certify that (1) (this hospital) attended the 
saw the deceased alive on. =12-06 


23a. sewn pe | 23b, DATE THEREOF, 23c. NAME OF CEMETERY OR CREMATORY, | OO, he. (City, town or county) YF a, 
3 Specify) tile — y 
kash . Lylll Lt-luitico Pom EZ a Le) 2g 

2 ‘AL DIRECTOR / 


ADDRESS 


EEL LD 


25a. "aRER f | 25b. REGISTRAR’S SIGNATUR 
DATE 1B66 fro bog 0 tig 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


nea 


Pages 1 and 


any event, within 72 hours after deaj 


~ 
> 


remove carbon papers. 


cremation, or remova 


1 


~~ 


director, page 3 should be detached for use as the burial-transit permit. Then p 


should be filed with the State Dept. of Health prior to burial 


VR AIS (4) a 
20M 1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 
9 Tait N OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH Ae Gg 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence Before Sdmission) 
a. COUNTY a. STATE b. COUNTY 
Carrol MARYLAND Mary and Carro 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b |] c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and glve nearest town) , J 
W inster 2 weeks Woodbine U / 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 6. 1S RESIDENCE 
Carroll Co. General Hospital none ves] nod 
3. NAME OF 
DECEASED First Middle Last 4. DATE Month Day Year 


bet March 1966 


ind adele GEORGE RAYMOND GOSNELL 
5, SEX & COLOR OR RACE | 7, MARRIED [KC] NEVER MARRIED []| 8 OATE OF BIRTH 9. AGE (years [IFONDER 1 YEAR FUNDER 24, 
ale white wioweo [7] pivorceot]| Octe 8,189 vi iat Pagal a outs (FORE 


10a. USUAL OCCUPATION ie kind of work done | 10b. KIND OF BUSINESS OR ‘11. BIRTHPLACE (County & State, or foreign country) 
during most of working life, even If retired) INDUSTRY 


12. CITIZEN OF WHAT 
JUNTR’ 


laborer Maryland eSeoAs 
13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
William Be. Gosnell Emily Gartrell 
15, WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (if yes give war or dates of service) 
yes. WW. _1 214-16-1001|Mr. Guy Grimes, Sykesville,Md. 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] z. INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 7) 1 ten! Cn RE 
; IMMEDIATE CAUSE (a). —— 
TT Teh DUE TO 
Conditions, If any, which (b). 
gave rise to immediate 
cause (a), stating the DUE TO 
underlying cause last. {c) 
& | PART Ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) 19. WAS AUTOPSY 
= —— 
é ves] No [J 
= 
= | 20a. ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part {1 of Item 18.) 
£5 | OR CONTRIBUTING () CAUSE OF DI 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
ray Hour a.m. White Not While factory, street, office bldg., etc.) 
3 
= p.m. 19 i work |] at work est 


21. I certify that (I) (this hospital) attended the deceased from. 
saw the deceased alive on__2ete % __19_4. 4, and that death occurred a 


22a, SIGNATURE y. 
oie Oo ATTENDING 
S —Z >: M.D, PHYS. 


Bae to 4,196, that (1) (we) last 
=-M, from the causes and on the date stated above. 
226. DATE SIGNED 


binéctor [] Bavs. ni Safi Ge 


22c. PHYSICIAN" nd 22d. ADDRESS as 
| NAME (Type) a oe 8. Kye SHEy | Jf La IF. LS pa Pr , 
23a, RECTAL ene 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
eCity, 
3-12-66 Morgan Chapel Carroll Co.Maryland 


24. FUNERAL DIRECTOR ‘ADDRESS | 25a. REC'D BY REGISTRAR 


C.M.Waltz, Box 241, Sykesville ,Md. oMAR 14 1966 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


r ail —" 


MARYLAND STATE DEPARTMENT OF HEALTH 


+ DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
=f % CERTIFICATE OF DEATH 0859] 
2 2 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before ajesion) 
er 8. COUNTY a. STATE b. COUNTY 
275 MARYLAND Maryland —Mont.gomery amy 
oa b. CITY OR TOWN (If outside corporate limits, . LENGTH OF STAY IN Ib || c. CITY OR TOWN (if outside corporate limits, write RU! end give nearest town) 
Bee write RURAL and give nearest town) Gathers’ 
2.8 Sykesville lyre3mos.25dysle thersburg, ay") 
z oa d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) |) d. STREET ADDRESS 8. yee eae 
a 
BRE / Springfield State Hospital 214 Hutton St. ves] nox) 
Sse 3. mE re First Middle Last 4. Px Month Day Year 
Seo: 
S82 (Type oF print) HARRY DeWALT GRABLE | beaTH MARCH 18 19 66 
Sez 5. SEX 6. COLOR OR RACE MARRIED 8. DATE OF BIRTH 9. AGE ars | IF UNDER 1 YEAR|IF UNDER 24 HRS. 
a 7, MARRIED [~] NEVER MARRIED [~] mn 7 ee en 
at oe : last bir oe Months | Days | Hours | Min. 
Bez Male White wipowep [-] pivorceo [| 6-15-1900 65 | 
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR TI. BIRTHPLACE (County & State, or foreign cary) 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 

: Timekeeper (retired) Pennsylvania UsSahe 

ist 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

2 Oliver Grable Gobitha Koiehl 

yi 15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 

= (Yes, no, of unkown) iar tealgaaar es 

5 No 371-09-h951 | Records, Springfi st 

= 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] PE RG DERI 

2 PART |. DEATH WAS CAUSED BY: + 3 

5 eS ease eta Arteriosclerotic heart disease ears 

ic Wa DUE TO 

Conditions, If any, which 0) 


gave rise to immediate 
cause (a), stating the DUE TO 
underlying cause iast, ( Bronchopneymonia Days 


Fs PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. WAS Tub 
@|Adult situational reaction (Depressive reaction) ves FI “NO Be] 
= 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part Il of Item 18.) 
& | OR CONTRIBUTING (7) CAUSE OF DI TH 
© | (IF EITHER, NOTI IEDICAL EXAMINER) 
z 2De. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm,| 2Df. (City or town) (County) (State) 
ray Hour a.m, While Not While factory, street, office bidg.. etc.) 
2 
= p.m. 19 at work{_] et work O 
21. L certify that (I) (this hosnjtal tended the deceased fromdL=23-0h _, 3s A235 gel te 18 | _, that () (we) last 
saw the deceased alive on__27*+U-O0 _19 __ and that death occurred a , from the causes and on mek date stated above. 


222. SIGNATUR| Ces 22b. DATE SIGNED 
ATTENDING STAFF 
Bel. . Mo. CO Bitcror O pave. Pet| 3-22-66 


22c, Cee aoe ADDRESS 5 Si 
* ZRAME (Type) keuetin del Camfo, M. D. | feet ener 


RIAL, CREMATION,| 23b. DATE THEREOF el NAME OF CEMETERY OR mitt "5 23d. ies (City, ile ‘or county) (State) 


te o- gl Freedom Jemet kesvs th iM 


i. dry Lb RECTOR eT ADDRESS: Yd. oe REC'D BY 3 TRAR felons ears sianaTune 


vat JAR 2 8 


Page 4 may be retained by the hospital or attending physician. 
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VR AIS (4) cg 


20M 1/65 


F MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISIQN OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


j CERTIFICATE OF DEATH N3d5YO 


1 CE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
tes -al a, STATE b. COUNTY 


Carroll MARYLAND Maryland Carrol ar 
b. CITY OR TOWN (If outside corporate limits, c. LENGTH DF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town! 
write RURAL and give nearest town) / 


We i i 
@. IS RESIDENCE 
DN_A FARM? 


\. 


Rural Life Rural, 
d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 


R.F.D. # 1 RiF.D.# 1 ves[A nol] 


3. NAME DF First Middle Last I DATE Month Day Year 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


DECEASED 


move carbon papers. Pages 1 and 2 
any event, within 72 hours after deat! 


Ss 
s 
3 
e 
=] 

2 
@ 

s 
> 

5 

4 

3 

= 

= 

e 

2 

= 
a 
\3 
S 
3S 

3 
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(Type or print) Francis EB Grimes DEATH March 10 1966 
5. SEX 6. COLOR OR RACE | 7, MarRiED [53] NEVER MARRIED[~] | & DATE OF BIRTH 3. AGE (In years |IFUNDER 1 YEAR IF UNDER 24 HRS, 
x last birthday) (Months | Deys | Hours | Min. 
Male White WIDOWED [-] pivorceo[]| Jane 11 190 61 __ yrs. | 
10a. USUAL OCCUPATION (Glve kind of work done | 10b. KIND OF BUSINESS OR 11, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
g Farmer Farming Carroll Co. Md. Un 


13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


E | 

3 : * Z 

E Elmer Grimes Lillian ETeming = 
4 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 

S (Yes, mf unkown) lie ay dates of service), eg 

2 No 18-34-1067 | Mrs Hazel S. Grimes Same as # 2 

3 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), end (c).1 Ha 
: PART I. DEAT MEDIATE cause ()_ACute cardiac failure, arteriosclerotic heart 1963 


LOC ae disease | through 
Conditions, If any, which o)_Anasarca, pleurafafusion, arteriosclerosis, = 


gave rise to Immediate 


cause (a), stating the DUE TO generalized; 
Wnderlvinkineaxe.laet. @_Post-onerative carcinoma of the larynx, 3oyrs 
& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TD DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ita) 19. Was ADRS! 
= ——— eo 
& yes[] Nov] 
O |= | goa, accIOENT Was UNDERLYING i} 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Pert | or Part WI of item 18) 
& | OR CONTRIBUTING [} CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
FF Hour a.m. while Not Whll factory, street, office bldg., etc.) 
a le 
S p.m. at work at work 


director, page 3 should be detached for use as the burial-transit permit. Then ple 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phys 
should be filed with the State Dept. of Health prior to burial 


21. | certify that (I) (this hospital} attended the deceased from. 1992 _, tofarc 19.99 | that (I) (we) fast 
saw the deceased fli A966 _, and that death occurred at4.2:30), from the causes and on the date stated above. 
@ 22a. SIGNATURE / ms | 22, DATE SIGNED 
! wo. Pus Ga) Bintoron C] Pays | Mareh 11, 1966 
226. PHYSICIANS 22d. ADDRESS 
| ye) Howard E. Hall, M.D. Sykesville, Maryland 
23a. BURIAL "| 230. DATE THEREDF 23c. NAME OF CEMETERY OR CREMATDRY cle LOCATION (Clty, town or county) Giate) 
Bar 3/13/6 6 | Taylorsville Cemeter Carroll Co. Md. 
f 24, FUNERAL DIRECTOR ‘ADDRESS 25a. REC'D fe toee 25D, BEBISTRAG'S SIGNATURE 
ws C.M.Waltz Box 241 Sykesville, Md, oMAR Lo 1966 


. — a 
; 1 ‘MARYLAND STATE DEPARTMENT OF HEALTH 
— Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, marge 
T, Qe 
FOR STA 03602 MEDICAL EXAMINER'S CERTIFICATE OF DEATH UB EEE! 
HEALTH DEPT. 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before 2 
a. COUNTY a. STATE b. COUNTY b om ¢ 
as. Carroll MARYLAND Maryland County 
=] Sal 3 g b. CITY OR TOWN (if outside cor; porate. Umits, c. LENGTH OF STAY IN 1b |) c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
g 22a £3 write RURAL and give nearest town’ “ . E 
ee §. Westminster RD#5 few hours || Westminster RD #+ J / 

Ein of d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS @. 1S RESIDENCE 
ieee ON A FARM? 
Boe #§ 60 ves] noX] 

eae Se |. NAME OF First Middle Last 4, DATE Month Day Year 
S's La DECEASED DENTON I oF 66 
Eve =8 {Type or print) GEHR HAINES DEATH March 275 19 
aot 5. SEX 6. COLOR OR RACE 7, MARRIED [~] NEVER MARRIED[] | ® DATE OF BIRTH 9. AGE in years [IF UNDER 1 YEAR |F UNDER 24 HRS. 
z male white 66. i siti Days | Hours | Min, 
2 = WIDOWED X] vivorceo[(] |Sept. 5, 1899 
Svsees 10a, USUAL OCCUPATION (Give kind of work done| 1Db. KIND OF BUSINESS OR = BIRTHPLACE (State or wee caine 12. ea ‘OF WHAT 
eS during gate of working I in ean Be C ¢ een a C uc t Ma < ale 
oF eal 
25 w a shipwrig’ as Mar arro ounty, * -SA. 
ose gs 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
a as 
25 8 oF John L. Haines Fannie Bell Wagner 
ste ES 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17, INFORMANT Address 
Neco — (Yes, no, or unkown) | (If yes vive war or dates of service) RD#4 
sa 3 $ -- -- 213-09-8159 | Mrs. Charlotte H. Dayhoff, Westminster 
3 
= ss 3&5 18. CAUSE DF DEATH [Enter only one cause p @ for (a), (b), and (c).J INTERVAL BETWEEN 
oes oF PART |. DEATH WAS CAUSED BY: er a ay 
2>5 @¢ 7 IMMEDIATE CAUSE (6) 
se— fs 7 / DUE TO GZ 
558 38 Conditions, If eny, which b TA IA 
S82 35 gave rise to Immediete o 
Zo 25 med (a), stating the ( DUE TO 
2 a underlying cause last, (c) Ss 
286 bt & | PARTI, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED T0 THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(e) | 19. Was AUTOPSY 
s28 Ze g Yes] NOT] 
“Ss woe Bs  O]* | 2a. EXTERNAL CAUSE Was 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part 1 of Item 18.) - 
Sa2 ie. 5 PRIMARY [1] or CONTRIBUTING C) 
see 25 8 CAUSE OF DEATH. 
Sass § | 200. TIME OF INJURY” Month, Day, Year | 20d. THIURY OCCURRED 120e; PLACE OF INJURY (Home, Far. 20%. (City or town) (County) Gtate) 
mse mie. a Hour e.m. while Not While jactory, street, office bidg., etc.) 
#22 23 = mM. 19 at work at work 
=St~ <3 21. | certify that | took charge of the remains gescribed above, held an Autopsy [_], Inspection |X, Inquiry [_], _ and in my opinion 
Sa. ; 
gee ra death resulted from: _ Natural causes JA. Actident (], Suicide [_], Homicide [_], Undetermined manner [_] 
Sosge CHIEF MEDICAL EXAMINER [_] 
afece2 ACTUAL ; ASSISTANT MEDICAL EXAMINER [_] = ele Od, 
GB & SIGNATUR' fl 
on. On 4 - 
Zeceus 4 eke ee ie oan f pete ie 
A s EI ity 
E o3s as NAME (Type) Ins ee SLs, age 
WES = 23a. iy Raeeerans 23D. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY eed LOCATION (City, town or aunt (State) 
L2=z pecify 
2D ab 3/30/66 am's Creek Cem, ural New Winds Md. 


25a. REC'D BY REGISTRAR| 25D. Voda, GISTRAR’S SIGNATURE 


nets bare ee »_IMAR 3 1 1966 th sai! 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, aa ae 


CERTIFICATE OF DEATH Ud594 


Tt. eas OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
Ls a, STATE b. COUNTY 
“garroll Maryland 


ES \ 


MARYLAND 


Carrol] _ 
b. CITY OR TOWN (If outside copes IImits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Westminster 12 days Frizzelburg ee uf 
d, NAME OF HOSPITAL OR INSTITUTION (If not In hospital, glve street address) || d. STREET ADDRESS 0. 1S RESIDENCE 


4o\|_ Carroll County General Hospital ves] no Ld 


3. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED OF 


(Type oF print) JOHN CARROLL HARMAN DEATH March 2__—:1%6 


5. SEX 6 COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED []| & DATE OF BIRTH 9. AGE (ln, years [IF UNDER I YEAR | FUNDER 24 HRS, 
1 hit. last birthday) [Months | Days | Hours | Min. 
male white WIDOWED BE] pivorceo[]| Dec. 2, 1885 | 80 yrs. 


10a. USUAL OCCUPATION (Give kInd of workdone| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT. 
during most of working life, even If retired) INDUSTRY COUNTRY? 


retired huckster Carroll Count M 1 U.S.A. 
13. FATHER’S NAME 14. saree aniben nant Bry — 
George D. Harman Mary Eckard 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address. 
(Yes, no, or unkown) | (If yes give war or dates of service) Frizzelburg 


-- -- 220-16-0304 | Mrs. Belmar H. Warehime 
18. CAUSE OF DEATH [Enter only one cause per line for (a), {b), and (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: L ) 
IMMEDIATE CAUSE (2) J lah agree tn bot 


47 t If any, which 
gave rise to Immediate 


cause (a), stating the ‘ wr. XK Ta @ Le s 

underlying cause last, Tarcntphe 

PART IT. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT, i. TO THETERMIN: ISEASE CONDITION GIVEN IN PART 1(a) 18. ree AUTOPSY” 
CC ein le etna’ a YES Sal gts fae 


20a. ACCIDENT WAS UNDERLYING = 20b. DESCRIBE HOW INJURY EF ie meet (Enter nature of Injury In Part | or Part I! of Item 18.) 


OR CONTRIBUTING [| CAUSE OF DI 
(UF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 


cuted within 24 hours after death. 
id completely filled in by the funeral 


Then please remove carbon papers. Pages 1 a 


® 


permit. J p 
, cremation, or removal, and in any event, within 72 hours after ge 


ransit 


ed by the attending phys 


Hour a.m. while ost White factory, street, office bidg., etc.) 
p.m. at work] at work 


21. | certify that (!) (this ee attended the deceased from_Z@e4~ 1G, 1% L_, ie ae Foe 196¢ , that (I) (we) last 


saw the deceased alive on_/**~2 ___19 _ and that death occurred at 2M, from the causes and on the date stated above, 


MEDICAL CERTIFICATION 


2a. SIGNATU & DATE SIGNED 
ATTENDING 4 _ MED. STAFF s 
Fee Se, Leake M.D. (3 Biktctor O Pays, (| eee ya a4 
©. PAYSIOHA's = ee 
mMEtP) = JQ HAL SS, WARS Hy _[n.p W Ginn Oe ey 
ia BURIAL, CREMATION,| 23b. DATE THEREOF ban NAME OF CEMETERY OR CREMATORY iad LOCATION (City, town or county) late) 


REMOVAL (Specify) 
burial 3/5/66 Meadow Branch Cemetery |2r Westminster, Maryland 
24. FUNERAL DIRECTOR 25a. REC’D BY REGISTRAR | 25b. "RERISTRAR’S SIGN aa! 


Large fe, lela , Zed. |MIRA 1966) fOMerbg Norge 
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director, page 3 should be detached for use as the bur 
should be filed with the State Dept. of Health prior to burial 
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TO FUNERAL DIRECTOR: After this certificate has been si 


— ati sage ay 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ee 4 
i] 


03605 CERTIFICATE OF DEATH 


1. PEACE La DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


mN 
ove 
ctea 
pads a, STATE b. COUNTY 
Pie = MARYLAND MPR Gland vs 
Sos b. CITY DR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN(If outside corporate limits, write RURAL and give nearest town) 
Be 2 write RURAL and WD nearest town) ae 
= _ 
=" 3 PE lite ad ctdes is oRE f 
a ae d. NAME OF HOSPITAL OR INSTITUTION (if not in hospiai, give street addres: d. STREET ADDRESS @. IS RESIDENCE 
sear. tm r | | ON-A FARM? 
=8 ; 
83/. PeRu £1. SiTRLe Ws. Sykes 9 Pacss\man SiReeTl ves nok) 
SSS Dl First . DA Month Di ¥ 
22 = DECEASED rs' Middle Last = 4. Pate ay ‘ear 
ase (Type or print) ube a DEATH Ao 19 lo 
Soe E we 6. \ URE OR RACE | 7. MARRIED [~] NEVER MARRIED [-] 8. DATE OF e 4 or BS a pps 8 ee 
A lonths | Days ur 
=) t winowe Divorced [_] L-8 “oS yrs. | | 
Mabe USUALOCCUPATION & work a | 10b. at iT a BUSINESS OR BIR we Ci & State, or bal 1 Cou 12. CITIZEN OF WHAT 

— during most i pe 1 nie if retired) ay y ae om — OUNTRY? 

se 

cee _ a (Pe eee mip 12. 

= 13. FAI & S Mile 14, it Ss Sie ME 

3S 

= =*y, POE 

15. = EVER INU.S. ARI tb hE Bt 17. rds Address 

= un Ao, or unkog) Sree itso] % 

Ete Yorp.'S ville 


vn CAUSE DF DEATH [Enter only one cause per Q0') for 2 (b), and (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: . r . 

/ IMMEDIATE CAUSE (a)__/770.3.57 Ve ya Car or L417 fare A _22e 2 

DUE TO 


f Health prior to burial, cremation, or removal 


Cenditions, If any, which frevfe tre + Ce Dare - pe ce ot £221 '425. 
gave rise to Immediate oe FG 4 eee 2 Te a 7 raf 
cause (a), stating the eA sj 
underlying cause last. ©) fo renche LOGE R08 + AA Lerr 4 2A e 
= 
S | PART II. OTHER SIGNIFICANT CONDITIDNS CONTRIBUTING TD DEATH BUTNOLRELA ay TD THE TEI rh SEW TTIGNGIVEN INPARJ 1(a) |19. WAS AUTDPSY 
mje neon 1C NE WEN DARE RO WSS ce Sve ee wees a BAN ae 
2\2| A) Se ASE wth 25 fe Nesiig sinellal 
= | 2Da. ACCIDENT WAS UNDERLYING an DESGRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part 1! of Item 18.) 
& | DR CONTRIBUTING (1 CAUSE OF 
© | (IF EITHER, NOTIFY MEDICAL EXAHEINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
S Hour a.m, While Not While factory, street, office bidg., etc.) 
a 
= p.m, 19 at work L_]} at work 


21. I certify that (I) (this hospital) attended the deceased from_=< Sg at 26/6619 _, that (I) (we) last 
saw the deceased alive mou 19 and that death occurred AVES} from the causes and on the date stated above. 


director, page 3 should be detached for use as the burial-transit peri 


Page 4 may be retained by the hospital or attending physician. : 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physiciafi 
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ve AIS (4) 
20M 1/65 


should be filed with the State Dept. o 


22a. SIGNATURE Wi 22b. DATE SIGNED 
] 220. PHYSICIAN'S = — Cite ue fee tien me al Wf. : S 
| NAME (Type) §=_S UA AV OZEUN | Spo rieey bn, bo f Sha Fe. Mery a Sy po ils 
23a, BURIAL, CREMATION, 23b, DATE THEREOF | 23, NAME OF CEMETERY OR dprsog, | 239, LOCATION (City, town or aS, es 
3/3UC4  |\Mevut Ca hen Eny.| Badiirore Counly, Md. 
24. ]FUNERAL DIRECTOR ADDRESS 


25a. REC'D a REGISTRAR be fenanday REGISTRAR'S SIGNATURE 


Hebe £. Ne iler 303° V.UA Mech Nee pate NAR 829 19 


® 


xecuted within 24 hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certifica 


VR 
20M 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been 
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| Ce pert C8 GLYLRAL SPT pl. 


_ MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, S596 


6 CERTIFICATE OF DEATH 


1 beetle DEATH 2. USUAL RESIDENCE (Where deveased lived, If institution: Residence before sm 


\« TY 
: a. STATE, b. COUNTY % 
( Ak Ra LL MARYLANO LEWD CHA fod2 
b. CITY OR TOWN (if outside corporate limits, ct. LENGTH OF STAY IN 1b || c. CITY OR TOWN (lf outside corporate limits, write RURAL and give nearest town) 


write RURAL and give neares! 


town) x 
Be a "3 Doy WS Ley. WiwescR_ RURBL 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) |j d. STREET AQORESS Vas |e itl eae tis 
——— 


yes] noPd 


3. NAME DF First Middle he DATE Month Day Year 


tieeim CLoyp LaWwenee  MetyeRT |" ton ppp JY bg 


3, SEX 6. COLOR OR XQ 7. maRRIeD Px] NEVER MARRIED [] | ® = © OF BIRTH 9. AGE fn rene: [IELINDERA LEAR IF UNDER 24 HRS, 
jast birthday) ! Months | Days | Hours | Min. 
wipoweo {-] oivorceo I VLY S/-SSS7| FL ys. | 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUS P Yeu 
é STE. EMM P- YS HH 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
5 3 ~ _ - 
Donn HECKERT in Wien 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or wae oe war or dates of service) 
2/2 -£Y-g RUTH HECKERT WW Wiese 
18. CAUSE = DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: pa Seat | 
IMMEDIATE CAUSE (a). 
Ye DUE To 
Cenditions, If any, which ) 


gave rise to immediate DUE-TO 

cause (a), stating the GB. ae t , 

underlying cause last. (co) Gobigec en Lita taae 

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) | 19. Pee OT 
[pe eo YES (al NO 

20a, ACCIDENT WAS SHDERLYING! 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part II of item 18.) 

OR CONTRIBUTING [7 CAUSE OF TH 

(IF ESTHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 


Hour a.m. While -— Not While 
p.m. 19 at work at work (iz 


21. | certify that (1) (this hospit: sey attended the ay: gasp from_eanf9  _, 19,6 6 Y_,19.G4, that (I) (we) last 
saw the deceased alive on_ Weep i ” , and that death ae 7 Po from the causes and on the date stated above. 


22a. SIGNAT [= DATE SIGNED 
ATTENDING 
the. S$: M.D. Ee Bintcror C pave. C1 3h SEE 


22c. PHYSIGFAN’S 


] ee ADDRESS ee 
| NAME (Type) J Oa Se SPAOSHE y | Vache, Sas Aah 
23¢, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (city, town or SF Giate) 


23a, ae eat 23b. DATE THEREOF a E 

Euan vail S/ iL b 4 \dé£ER Lehg | WeeravrsTER fib 
24. FUNERAL DIRECTO! ADDRESS 25a. REC'D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 
bb Yeadeler vdeme» Las libeede MAR 16 1966 | fA orlas Quay 


20e. PLACE OF INJURY (Home, farm, 


20f. (City or town) (County) (State) 
factory, street, office bldg., etc.) 


MEOICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYERDY: ¢ * 
JT¢E 


q CERTIFICATE OF DEATH 


D1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 


NCAR Ro LL mona | MARYLAND ON" CA p Rede 


b. CITY OR TOWN (if outside Tee limits, ¢, LENGTH OF STAY IN 1b |} c. CITY OR TOWN (if dutside corporate limits, write RURAL and give nearest town) 


write RURAL and give nearest town) , 
W WL slip 4001S | nyey 70 WW AG 
d. 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitai, give street address) || d. STREET ADDRESS 8. IS RESIDENCE 


ON 
60|" CHRROLL Co GENERAL H6SP/HT#L LARK Hilt. ftAd yes 7] _noJXI 
3. tee | First Middie Last 4. 3 Month Day Year 
ype or print) = oO HW WESLEY HELTIER OLE. \_ ton YRC H 2 wee 
5. SEX 8. COLOR OR RACE T7, waRRIED PX} NEVER ManRiED[-] | & DATE OF BIRTH AGE (in years [IFUNDER YEAR [FUNDER 24 HRS. 
14 yw wiooweo[] _oworcen |v /3- (SSF | GZ ah al papel bead is 


10a. USUAL OCCUPATION fale kind of work done | 10b, Ae OF BUSINESS OR | 21. BIRTHPLACE (County & State, or foreign country) | 12. coe WHAT 


during most of working iife, even if retired) 
LER Lib 


ms 


ind completely filled in by the funeral 


STR’ 
a 5 £3 
13. nnnng GEA TLE Haleho dD 14. MOTHER'S MAIDEN NAME 


SAMVEL KELT/ BRIDLE VGCBRET. BewER So * 


15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 


(Yes, no, of unkown) bee suc al - jp ‘ : Kl 
LaS-10-929 \HULE _HELTIBRIDLE lhl’ BEIDEL fyb 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
7 IMMEDIATE CAUSE (a) 


7 DUE TO 
Cenditions, If any, which @) 
gave rise to Immediate 


cause (a), stating the ( OUETO Cd briww2chi te Bentsen 


underiying cause last. (c) 
PART II. OTHER SIGNIFICANT CONDITIQNSCONTRIBUTING TO DEATH BUT NOT RELATED TOTHE TERMINAL DISEASE CONDITIONGIVENINPART 1(a) 419. (et AUTOPSY 


ERFORMED? 
(Aero ves] no G47] 


20a. ACCIDENT WAS UNDERLYING FA 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part Il of item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF maheaie 20f. (City or town) (County) (State) 


or removal, 


cremation, 


-transit permit. Then 
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ificate has been signed by the attending phys’ 


Hour a.m. factory, street, office bidg., etc.) 
at work) “at work 
21. I certify that (I) (this hospital) attended the deceased fro! _, 199&& to , 19-G£, that (I) (we) last 
saw the deceased alive on fe 8b, and that death pecurred at oF M, from the causes and on the date stated above. 
22a. SIGNATURE 22b. DATE SIGNED 
Pon 25; bherrtiy wo. PHYS NS Birzcror C] pave. C) | 3/ mph b¢ 
22e, PHYSICI, 7 22d. ADDRESS ; 
NAME (iype) : 
OHY S, Hons HES ) | Gothen Ay there 
| eT ey md_|_ : 


23a, ssHoN eat | 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (State) 


teh Abag leak | AVTLEON 77) 2a) ae 


ADDRESS. 25a. REC'D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 


ve als FN wai Nastglir idea a Ld. oarMAR 7 195 , 1g oedipe 


MEDICAL CERTIFICATION 


director, page 3 should be detached for use as the burial 
should be filed with the State Dept. of Health prior to burial 


Page 4 may be retained by the hosp 


+ TO HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUNERAL DIRECTOR: After this certi 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH UI5YUK 


Al F DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before aanigho) 
a, COUNTY a. STATE b. COUNTY 
Carroll MARYLANO Maryland Mon 


b. CITY OR TOWN (if outside cor; xperats. limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town’ 


Sykesville 8 mos. 21 dys, Rockville Le = 2 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET AOORESS 6. ugar 


Springfield State Hospital vesC} nobel 


}. NAME OF 
becnicee First Middle . Day Year 


OF 
(Type or print) EMMA (NMN) 22 19 
5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIEO[~]| & DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR|IF UNDER 24 HRS. 


female white WIDOWED [5 pivorceo[}| 3=6=78 8g" i a bec Daal Gays | Hours | 1 jm 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR IL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


None a England U.S»he 
13. FATHER’S NAME Mt: i. Tee MADE NAME naturalized) 
William Ackroyd Ann Spencer 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | i7, INFORMANT Address 


ono) Sa None Records, Springfield State Hospital 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).} Deer aan Oey 
PART |. OEATH WAS CAUSED BY: E 
IMMEDIATE Cause (a) Heart failure due to arteriosclerotic heart | Yearg 
- puero disease 
Conditions, If any, which 0) 
gave rise to immediate 
cause (a), stating the DUE TO 


underlying caushalest: recumnauine Doainarion ar Days_ 
PARTI OPT aby FO EE BS TT Be SEN A Se SL hale eT WAS AUTOPSY 


PERFORMEO? 
sychotic reaction, — Paget! ang Pe brain disease, with | yc Tg No [] 
ESCRI 


20a, ACC! Sy WAS UNDERLYING 206. D OW INJURY OCCURRED. a: fi Ls Tor Part 11 of Item 18. 
OR CONTRIBUTING (| CAUSE OF DEATH i rar TEI hia ! , 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURREO | 20e. PLACE OF INJURY (Home, farm,] 20f. (City or town) (County) (State) 
Hour a.m. while o Not While factory, street, office bidg., etc.) 


at work at work 
21.1 Taran, that (I) (this ie aia ater d the te tea Se to, 9___, that (N) (we) last 


saw the decegsed alive on__3=2@=66 9_____, and that death occurred at_7* r causes and on the date stated above, 
SIGNATU 


\e. DATE SIGNED 
BONDING MEO. STAFF 
vy. es ee : pirector [_]_PHys. = 22-66 _ 
Es FIYSICIANS a: aa aaa et State foie 
Antonius Glahn, M. ykesyille, Mary}and2178), 
23a. reoacastcty| 23b. Pi 3°2E 23¢. ME Pm VA. oe 7 is oes 23d. LOCATION City, town or county) g (State) 


Pages Wy) thn ¥ Mere 20. thisk 0, 
Fl 


EEN DIRECTOR ADDRESS 25a. eetio BY REGISTRAR 25b. REGISTRAR’S SIGNATURE 
wie gala MLA ith wie, Bid. _\oMAR28 1964 fOHorntg Nac 


je executed within 24 hours after death. 


please remove carbon papers. Pages 1 and 2 


ficate © 


-transit permit. Then 


The law requires that the death certi 


MEDICAL — 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after de 
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director, page 3 should be detached for use as the burial 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mae Gg 


03809 CERTIFICATE OF DEATH N59 


1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admissi 


see ele warnann ||” °"" Maryland » COUNTY Balte, City 


b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) | 
write RURAL and give nearest town) 


kKesville aye Baltimore Z 
d, NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) || d. STREET ADDRESS e (3 Jeplis 
Springfield State Hospital 116 University Pkwy. vesL]_ no bd 


3 NAME OF First Middle Last 4. DATE Month Day Year 
(ype or print) Edna Me Jehnson bes = March = =—o19, 1966 
5. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED [4] | 8. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR|IF UNDER 24HRS, 
. last birthday) Month: Di Hi Min. 
Female White WIDOWED [-] pivorceo [] 11-21-76 lon ‘ ays | Hours | n 


yrs. 
10a. USUAL OCCUPATION (Give kind of workdone| 1Db. KIND OF BUSINESS OR TI. BIRTHPLACE (County & State, of foreign country) | 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


during most of working life, even If retired) 
CcHOooL SYSTEM Maryland U.S.A. 


em 
ES 


led in by the funeral 
pers. Pages 1 and 


72 hours after dea 


e 
nt, 


lease remove c: 
and in any eve! 


and comp, 


ysician 


Teacher PUBLIC 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


MokxommnCHARLES H, Jounson |WVROSRONREE Susan Honrz 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 


(Yes, to, or unkown) ee 
Hospital records 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).J jaa BETWEEN 


INSET AND DEATH 
BTEC i ee Cerebral Heemorrhage _hours _ 


¥ DUE TO 


Conditions, If any, which o)__ Cerebral Ateriosclerosis years 


gave rise to Immediate anc 
cause (a), stating the : 
underlying cause last, ms Ateriosclerotic Heart Desease Years 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a)  |19. ie ee 
YES Sia No ey 

2Da. ACCIDENT WAS UNDERLYING aa} 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I! of Item 18.) 

OR CONTRIBUTING [-) CAUSE OF TH 

(IF EITHER, NOTI IEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year | 2Dd. INJURY DCCURRED | 200. PLACE OF INJURY (Home, farm,| 2Df. (City or town) (County) (State) 
Hour a.m. While Not While factory, street, office bidg., etc.) 
p.m. 19 at work at work 


21. | certify that (I) (this hospital) attended the deceased from. , 19 to___3-19__.,, 19.66, that (1) (we) last 
saw the deceased alive pn__339 _____1966 _ and that death occurred at_op_M, from the causes and on the date stated above. 


22a. SIGNATURE j C Qu. ae =n P| 22b. i8eds 


MED, STAFF 
M.D, PHYS, (pas) DIRECTOR oO PHYS. 
2c, NAME yn 22d. ADDRESS 
we) Dr Rita S.Glahn Springfield State Hospital, Sykesvi 
23a. BURIAL, net 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


Bonar (Specify) 3 e: F2/6 6 


Ni 
24. FUNERAL DIRECTOR ADDRESS 25a. R 5 'D BY REGISTRAR 


VR AIS (4 NN H.W. Means & Son 805 N.Cauvenr Sr. | oMMAR 22 1966 


15M 4-64 


i 


Then 


‘mit. 


cremation, or remova' 


-transit per 


MEDICAL CERTIFICATION 


should be detached for use as the burial 


ctor, page 3 
should be filed with the State Dept. of Health prior to burial 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phi 


dire! 
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ificate be executed within 0. after death, 


that the death certi 


jires 


TO HOSPITAL q D one PHYSICIAN: The law requi 


YR A15 (4) 
15M 4-64 


nok 


= 
es 
2. 
oD 
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a 
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sS 
= 
a 
E=1 
o 
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Page 4 may be retained by the hospi 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physicia 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 71, MARYLAND 


CERTIFICATE OF DEATH { 


ete DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


a, STATE b, COUN’ 
MARYLANO se gt ao de 

b. CITY OR TOWN (if outside oaporste Tinaity c. LENGTH OF STAY IN 1b j\c. Ci R TOWN (jfoutside corporate fmits, write RURAL and give nearest town) 

Ite BURAL ate give nearest town) L A x 
Nag Ue bE RO Rochon Copbtitehe : 

ly g AOSPTTAL OR INSTITUTION (if not In hospital, give street Address) || d. S$ AODR! . IS RESIDENCE 

I) ON A FARM? 

7 Lear 70 [ove ves) xo 


3. NAME OF First Middle Last 4. mee Month Day Year 
DECEASED 


(type or print) — A LAF Hen RY 4ANL * bate = AYA et 3/ 19 66 


6. COLOR OR RACE | 7, MARRIED REP-NEVER MARRIED [_]| &,, OATE OF BIRTH AGE (in years <a tA IF UNDER 24 HRS. 


widowep [7] o1vorceD [} AAS 7S S¥ ¥ |. gs a4, eg poe | Ss | cy 


aon ae kind of workdone| 10b, ide ee PesIRESS OR TL. BI RINPLACE (County & State, or foreign country) | 12. Set WHAT 


papers. Pages 1 and 


vent, within 72 hours after dea 


carbon 


completely filled in by the funeral 


fe) 


10a. USUAL aes Ul 


during life, even | If (7 


A * 
Se 

2s tL: fe te. bs o 8% 

a $5. FATHER'S NAME a | a, MOTHER'S MAIDEN RAE 

S 

= Ptahnsh— ae Zita G 

me Bwasorceaseorst EVER INU-S:ARMEDFORCES? | 16,A0CIALSECURITYNO. | 17.” THFORMANT ~ S. 

= es, MO, or unkown) ‘yes glyve war or dates of service; ~ 

E C P 2. 

5 USA 2 SB fA fh, e Fir ek 
a 

Es 18. CAUSE OF DEATH [Enter only one cause per line fora), (b), and (c).] INTERVAL Bi EEN 
2 PART |. OEATH WAS CAUSED BY; ze 2 ONSET AND’DEATH 
S IMMEDIATE CAUSE (a) 

md L 


x DUE TO 
Conditions, If any, which (b) | A ae 


gave rise to immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (c) 


factory, street, office bidg., etc.) 


& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL OISEASECONDITIONGIVENINPARTi(@) ]19. WAS AUTOPSY 
é 
DE) yes[] NO 
© |= | 20a ACOIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURREO. (Enter nature of injury In Part | or Part 1 of Item 18) 
& | OR CONTRIBUTING [-] CAUSE OF D 
co | (IF EITHER, NOT) EDICAL EXAMINER) 
3 | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 208, PLACE OF INJURY (Home, farm, 20f. (CIty or town) (County) Gate) 
8 
= 


Hour a.m. While -— Not While 
Ful 19 at work L_] at work itt 


21. | certify that (1) (this-heepital) bis sy the ee oe eed 19S, that (Ite) last 
saw the deceased alive o be that death ocourrGa from the causes and on the date stated above. 


22a, SIGNATURE 22b. DATE SIGNED 
Reg ATTENOING MED. STAFF 
Zi 7; Opis. 
Be. PHYSICIAN'S ae RESS, 7 h/. 
ey ee Sf J oS 72 MAINE 
BURIAL, hl eB DAT pa a, 3 ME OF CEM gee OR CREMATORY 230. Sade ify, town or aa (State) 
Cpgitere = C 
24, FU 2 Dye DIRECTOR engi eyEy fo Dy aHEGISTRAR'S ae 
Wiviewsdle, 72: lit pe 7 


filed with the State Dept. of Health prior to burial, cremation, or removal 


director, page 3 should be detached for use as the bu' 


should be 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 7, MARYLAND 


CERTIFICATE OF DEATH S6Ui 
9 peas re DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
‘ . b. COUNTY, 
Carroll ts a STATE Maryland UN Garroll 
b. CITY OR TOWN (if outside pornopete limits, ©. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL ‘and give nearest town) 
write RURAL and give nearest town) “ : 
24 years Westminster > / 


SS 


¢ 


Westminster 
d, NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS ©, 1G RESIDENCE 


100 E. Main Street LOO BE. Main Street yes] no ft 


|. NAME DF First Middle Last 4. DATE Month Day Year 
DECEASED 


DF 
(Type or print) ROBERT ELMER LEE DEATH = March 21 1966 
SEX 6. COLOR OR RACE | 7, MARRIED BE] NEVER MARRIED[] | & OATE OF BIRTH 9. AGE (in years |IFUNDER 1 YEAR|IF UNDER 24HRS. 


last birthday) l'Months | Days 
male white wipoweD [1] pivorcen[]|Oct. 25, 1906 59° ae ae fey le = 


10a, USUAL OCCUPATION (Glve kind of workdone| 1Db. KIND OF BUSINESS OR IL BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
Se of working life, even If retired) INOUSTRY COUNTRY? 


ropractor Bedford, Pa. U.S.A. 
13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Ross F. Lee Cora N. Beegle 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? ie SOCIAL SECURITYNO. | 17. INFORMANT Address 


(Yes, no, oF unkown) |(Ifyesoh dates of service) 
Tee P16=38-2536 | Mrs. Robert E. Lee same 


18. CAUSE DF DEATH [Enter only one cause pexjine for (a), (b), and (c).7 pbs gh 
PART 1. DEATH WAS CAUSED BY: AD 0) aM ta 7A 
Fy IMMEDIATE CAUSE (a). 2ZA< EMes. 
/ 4 OUE TO 7 
Conditions, If any, which (). ~~ At 12-15 Mo S 
gave rise to Immediate 
cause (a), stating the QUE TO 
underlying cause jast. (c) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART1(@) |19. WAS AUTOPSY 


Yes [7] NoO-pR] 


ease remove carbon papers. Pages 1 and 2 
and in any event, within 72 hours after deat! 
iS 


I, 


jing physician and completely filled in by the funeral 
transit permit. Then pl 


should be filed with the State Dept. of Health prior to burial, cremation, or removal 
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or attending physician. 


20a. ACCIOENT WAS UNDERLYING Fe. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part I! of Item 18.) 
OR CONTRIBUTING (7) CAUSE OF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


2Dc. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm,] 20f. (Clty or town) (County) (State) 
Hour a.m. While Not While factory, street, office bidg., etc.; 
p.m. 19 at work L] at work ry 


21, | certify that (I) (this hospital) gttended the deceased fro 199 =, to_= 194%_, that (I) (we) last 
saw the deceased alive ea esd Ps 19. , and that death occurred at’Z2°"M, from the causes and pn the date stated above. 
22a, SIGNATURE 


MEDICAL CERTIFICATION 


22h. _,DATE SiGNEO 
wo. PRY NS Be Bintoror C] Pre. ol 22/6 £ 
We. 22d. ADDRESS ; 
p! B hl reen SK. Vestumster. née. 


23a. Ben SEN HON: 23b. DATE THEREOF L NAME OF CEMETERY OR CREMATORY (State) 


REMOY) ete a 3/24/66 vergreen 


~~ 


director, page 3 should be detached for use as the buri 


Page 4 may be retained by the hosp! 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attendi 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


buria. 
FUNERAL OIRECTOR ~ ADDRESS 


VR A15 (4) 
15M 4-64 


Gr 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03612 MEDICAL ; EXAMINER'S CERTIFICATE OF DEATH 3s 


1. PLACE OF DEATH 2 USUAL RESIDENCE (Weld Weceased lived, If Institution: Residence Before adwlssion) 


a. STATE b. COUNTY 
Carroll MARYLAND Maryland Carroll 
b. CITY OR TOWN (if outside cor; eparete, limits, | c. LENGTH OF STAY IN Ib |! c. CITY OR TOWN (If outsida corporate limits, write RURAL and glve nearest town) 


write RURAL and glva naarest town! 
Manchester 3 weeks Westminster d -/ 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, glve street address) || d. STREET ADDRESS 6. Lael: 
Longview Nursing Home 277 Penna. Avenue ves] nok] 


3. NAME OF First Middle Last | 4. DATE Month Day Year 


DECEASED OF 
(Type or print) CHARLES HENRY LEESE DEATH March 10 19 66 


. SEX 6. COLOR OR RACE | 7. MARRIED PX] NEVER MARRIED [-] | & DATE OF BIRTH 3 ie pod TFUNDER J YEAR|IF UNDER 24 HRS. 
Months | Days | Hours | Min. 
male white wiboweD [] pworceo[]|August 14, 188 ee aa al 
10a. USUAL OCCUPATION (Give kind of work done Ne KIND OF BUSINESS OR 11, BIRTHPLACE (State or foreign um 12, ee WHAT 


Se 


= 
= 
+ 


OS 


and 2 with the State Department 
event within 72 hours after death. 


during most of working life, even If retired) INDUSTRY 


farm machinery mechanic Penna. U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


John H. Leese Mea (reve Senorah Furhman 


15. WAS DECEASED EVER INU.S.ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, no, or unkown) Craaieene mien CO 59092 lcsl taal aekroh whine 


18. CAUSE OF DEATH [Enter only one cou: line for (a), (b), and 
PART |. DEATH WAS CAUSED BY: 

“ ‘7 IMMEDIATE CAUSE (¢). 
“ETA A DUE TO 

Conditions, If any, which (b). 

gava rise to Immediate 

cause (s), stating the ¢ SUE TO 

undarlying cause last, (0). a ——— 

PART |]. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT ELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) |19. WAS AUTOPSY 


in Item 18. Give Pages 1, 2, and 3 to the funeral 


’s Office along with form PM3, Page 5 may be 


File pa; 


Fe in pen 
Examine 


IRMEO? 


ves E) WO) 
20a, EXTERNAL CAUSE WAS 20 Mv TRTURY OCCURRED. (Enter nstura of TlaRy Tn Papy Lor 
PRIMARY [} or CONTRIBUTING us NY jes wey) vp) SAVY. J 
CAUSE OF DEATH. | Ker 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ars ree OF INJURY (Home, farm, {Clty of, town) (County) Bias 
H im. while Not While ) Street, office bldg., etc.) ae n> ip 
Mm. at workL_] at work r " é 


fing describefl above, held an Autopsy [_], Inspection X, Inquiry [_], and in my a 
Z aad Ri Suicide [-], Homicide [_], Undetermined manner [_] 1 


CHIEF MEDICAL EXAMINER [_] 
SteNATUR s Mp, ASSISTANT MEDICAL EXAMINER [“] 22, Salle D 


EXAMINER" DEPUTY MEDICAL ree 
NAME (Type) nsdead teireer, Ld Ger Wecbumahe 


23a, roeua Bae 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY ag LOCATION (City, town or county) 


fine i speci 14/66 een eg ery r_ Westminster 


24. eee DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


£2 Hagen je: Ledley Hed. | oMARAA 1966) aie 


Q 


MEDICAL CERTIFICATION 


ig the word “pendi 


in| 
4 should be forwarded to the Chief Medica 


retained for your files. 
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INER 


lease execute the certificate, writ 
of Health or its designated agent, prior to burial, cremation, or removal, and 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. 


TO DEPUTY ME 
director. Page 


p 


MARYLAND STATE DEPARTMENT OF HEALTH 7 =<. 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, pane Pst ne 
03613 | CERTIFICATE OF DEATH 643 


s ev = = = a = ———__- —= = = 
= 83 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceasad lived, If institution: Rasidence before odmissioh) 
S $3 a. COUNTY a. STATE tL b, COUNTY < Ei ae 
§ eng ns manyiann || ~ Yin _ _ bh eres 
2 =n 3 b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If outside corporate limits, write RURAL end give nearest town) 
= BIS ‘ ‘writa RURAL and give naarest town) A ay d 
SS 8 ay Cate beam, Ky The he | PETe, Aha kn dhe 
£3 ga ‘d, NAME OF HOSPITAL OR IRScraTON (if pot in hospite e ~ pd. STREET ADDRESS 7 “The? 5 RESIDENCE 
“ 5 pee F 
4 =a F | oo . ed 
> ape meee Vy rramg eri nef ATC! ay vole, veT] no Ta 
F Fight last 4. DATE Month Day Yoar 
5 f “ | 
a DECEASED 


{Type or print) naa 1B at eh “ve Pe | Beare Z ey Mab 4 


a 
Es 5. SEX 6 COLOR OR RACE|7, mapRieD DO Never MARRIED Oo = 8. DATE OF AR 9. AGE {In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
( ae) act fast bigthdey} |"Months| Days | Hours | Min. 
ie wipowed [j]-~ _ bivorcen [] | Fal. il 13? yrs. | 
ou 


event 


10s. USUAL OCCUPATION {Giva kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (' nt & Stala, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


nay ing most of working lifa, evan if ratired) | ivaneclaetticas nd ¢ ah ahs U. i¢ A a 


13. F; THER'S NAME 14. MOTHER'S MAID fi NAME 
* z | 
seve [y. Ae Wud 
16. SOZIAL) ITY Ni (Al 


15. WAS DECEASED EVER IN U.S; fans ORT FORCES? 
(Yes, no, or unkown) 


{Hyosgiva%erordates of service) 


INFORM. oe Eee Pa t 
he Sara ERA iw 3 1212-2. 2. kG ete ual =e aE iy atlas ind. 


INTERVAL BETWEEN 
ONSET AND DEATH 


Enter only one cause par lina for {a)/(b), and (c).] 


PART |. DEATH WAS CAUSED BY: 
’ IMMEDIATE CAUSE (2) AO _" E « 
f U DUE TO > 


Conditions, if any, which b) 
990 rise to immadiate cause i 
{2}, stating the underlying & OVETO 

caus 


Joke Bs jae > 
PART Il. OTHER SIGNIFICANT CONDITIONS C 


| or attending physician. 
‘CTOR: After this certificate has been signed by the attending physician and complete; 


p.m. 


21. 1 certify that, 
saw the deceased 


this hospital) attended the deceased from... fA. (we) last 
ive on.. ee 4 20... f 1966. » and that death occurred Ridgy, from the causes and on the dass stated above, 


22s. SIGNATURE, . oA # 726, 3s 
ATTEND STA 
W. [ / 1 Ot. mp. | PHYS. wo SinecTOR O pws. 3 BtHlb 


ATTENDING PHYSICIAN: The law requires that the death certificate be execut 


. 


director, page 3 should be detached for use as the burial-transit permit. Then please remove 


Zz 'H 8UT NOT RELATED TO THE 1 TERMINAL DISEASE CONDITION GIVEN IN PART Va) 
= PERFORMED? 
t < 
5 + ee oer: Pot ms 1 no Ye 
12 = 20e. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Part Il of itam 18.) 
° f& | OR CONTRIBUTING [] CAUSE OF DEATH 
£ © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= a ie, “JP = hse 
3 S 20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED i 206. PLACE OF INJURY (Home, ferm, | 2Df. (City or town) (County) (State) 
a Hew. at. While __ Not Whila fectory, streat, office bldg., elc.) | 
3 3 3 Jat work [_] at work | 
5 
2 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any 


io } 22c. PHYSICIAN'S "| 22d. ADDRESS — 
B 3] 
ae NAME (Typ0) _W. H a ss AM. p . ‘a ach Cs ter a Ra oes 
28 VT ¥% ‘OF PEMETEPY OF ‘nob, (ci j Ine ) W/m 
J = ees ae curly aah REGISTRAR | 2Sb. tah rol SIGNATURE 

ISM 7-62 f tec 4 


_ 196 fe eatlae Yeadgh 


¥ 
t 


Pages 1 and 


filled in by the funeral 
any event, within 72 hours after deat! 


ind completely 
emove carbon papers. 
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After this certificate has been 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR 
director, page 3 should be detached for use as the bur 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


Ce 


VR AIS (4) 
15M 4-64 


~ MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 0S6U4 


. PLACE DF DEATH 2. USUAL Mena (Where deceased lived, If institution: Residence before siniflo 


a. COUN 
1 MasryEan RMYTore 
arro. MARYLAND 


b. CITY OR TOWN (If outside cor, a) timits, . LENGTH DF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
wrlte RURAL and give nearest town 


Sykesville 5 Years 1) Days Baltimore : f 
a. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 8 15 RESIDENCE 
ield State Hospital 6021 Old Harford Road ves] no bd 


3. First Middle Last | 4. DATE Month Day Year 


(ype or print) Josephine Livolsi DEATH 3 15 49 66 


5, SEX 6. COLOR OR RACE |7, MARRIED [-] NEVER MARRIED [-]] & DATE OF BIRTH 9. AGE (In years | IF UNDER YEAR IF UNDER 24 HRS, 
j st birthday) /Months | Days | Hours | Min. 
Female | White winoweD [J —_—ivorcen[-]| 12-248), at sie te | 


1Da. USUAL OCCUPATION (Give kind of workdone| 1Db. KIND PEBBEINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. RAEN OF WHAT 


during most of working life, even If retired) INDUSTRY 
Italy Naturalized 
13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Philip Romano | Unknown Jaen SALITTELI 


15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (if yes give war or dates of service) 


No Unknown Hospital Records 


18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: a Kajal asl ye 
IMMEDIATE CAUSE (2) 


7 ue DUE TO 
Conditions, If any, which BOER OSCLLPONC. LS, ye 
gave rise to immediate ©) CAVA D/OUB SCO LYO (VSEAS YE ae.S 
cause (a), stating the DUE TO 
underlying cause last. ©. 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) |19. wae 


LVLATERDL. fVEUIIONIA ves} No Bd 


2Da. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part ¢ or Part It of Item 18.) 
OR CDNTRIBUTING [7 CAUSE OF DEATH 
(IF EITHER, NOTH EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Home,farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. While Not wntie factory, street, office bldg., etc.) 
p.m. 19 at work ig! at work 


21. | certify that (I) (this hospital) attended the es from. , 19__, tLZ—ASs _, 1964 _, that (I) (we) last 
alive ee ea and that death pecurred at 254M, from the causes and on the date stated above. 


22b. DATE SIGNED 


ATTENDING 
wo. PHYS SO) Bieotor C] Biv, XS= BES, 


SICTAT 22d. ADDRESS Spit 4 
NOME GP) ort, Michael Deeb | Springfield Stat@ Ho~Pita 


MEDICAL CERTIFICATION 


23a. BURIAL, CREMATION,| | 23b. DATE THEREOF en 23¢, NAME OF CEMETERY OR CREMATORY |\Baltim 23d. Agdeleal (Clty, “mM or county) (State) 


RENOVAI Hf 
el 6 Redeemer (em. _|Baltinore, and 
24, FUNERAL ia 25a. REC'D BY REGISTRAR | 25b. si SIGNATURE 


eonand J, Ruck Inc. 5305 Hetond Rd, _|oMAR 17 1960_f 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MF > 
t 
» 


93819 CERTIFICATE OF DEATH 


q A oh ll 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before Es a 
a 


a. STATE b. COUNTY 
Carroll MARYLAND Maryland Frederick 
b. CITY OR TOWN (if outside Pairs limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


write RURAL and give nearest town) 


Middleburg 1 year Emnitsburg 10. = a a 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 6. deine 


Brookfield Manor Nursing Home ves] nolgd 
. NAME OF First Middie Last | 4. BATE Month Day Year 


DECEASED 
(Type or print) Lydia Ma: Lookingbilt OEATH March 30. 


5, SEX 6. COLOR OR RACE | 7. MARRIED >] N ED[-] | & DATE OF BIRTH 9, March. 205 (in years | IF UNDER 1 YEAR icunn ems 
eI PNeveR SAREE a last birthday) Hee Days Hoary] Hours | Min. 
Female White _ WIDOWED ira] DIVORCED [“] yrs. 


10a. USUAL OCCUPATION (Cive kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. ia pr ot 
during most of working life, even If retired) INDUSTRY 


None Frederick Co,» Maryland |. S.A. 
13. FATHER’S NAME. | 14. MOTHER'S MAIDEN NAM 


Phoebe Markle _ 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 


No. 


18. CAUSE OF OEATH [Enter only one cause per line for (a), (0), and (c).1 : : INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: f , p ONSET AND DEATH 
_ IMMEDIATE CAUSE (a). 


mpletely filled in by the funeral 
fe carbon papers. Pages 1 and 


and in any event, within 72 hours after deatiy. 


ease 


hye ci 
if 


ed by the attending pl 


-transit permit. Then 
|, cremation, or removal 


Cenditions, If any, which Rr Years 


gave risé to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (co) 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION CIVEN INPART l(a) 19. BERNE oe 


yes [] nye 
203, ACCIDENT WAS UNDERLYING 20d. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,] 20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


Hour a.m, While Not While factory, street, office bidg., etc.) 
19 at work at work 


21. Tertity that (I) (this Sarre atten pe the deceased from_4 $6, 19___, that (1) (we) last 
e peuered alive on wo fat fee i and that death occurred até2-*22M, fronf the causes and on the date stated above. 
22. DATE S)eNED 
ATTENDIN MED. STAFF 
M.D. PHYS. pirector [_]_Puys. ol 3 2 [eta 
a 22d. me 
J. H. Caricofe Unioy , se 
23a. BURIAL, a 23b. DATE THEREOF ea 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 


¢ 
8 
2 
rd 
8 
2 
5 
20 
£ 
Ss 
2 
2 
Ss 
s 
a 
B 
g 
g 
2 
2 
2 
= 
> 
B 
a) 
3 
= 
s 
ma 
3 
2 
@ 
3 
= 
FS 
E 
i. 
2 
& 
= 
& 


director, page 3 should be detached for use as the b 
should be filed with the State Dept. of Health prior to bi 
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TO FUNERAL DIRECTOR: After this certificate has been 


REMOVAL (Spec! 


Burd. Keys¥ille Cemetery apn heyavilis, Carroll, Maryland 
p) FUNERAL DIREGIOR » » | ADDRESS. 25a. REC’D BY REGISTRAR | 25b.” REGISTRAR’S SIGNATURE 
wrsdd Yotri PAeleak ud APR 

ae eee Ee 1 1966 edge. 


MARYLAND STATE DEPARTMENT OF HEALTH 

DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, NSGUG 
0381 eee CERTIFIC. E OF DEATH 

1. PLACE OF 16 ANE iit 


@, COUNTY 


= 


2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admjssion) 


CARRel {/ _ MARYLAND nie Mad. pee Cheeol | 


b. CITY OR TOWN (if outsic c, LENGTH OF STAY IN 1b || c. CITY OR TOWN ‘. outside eorpurete Timits, write RURAL and give nearest town) 


Ry re] Al} neares' eel les 1/2. ey RL ay rh) - Sy 


d. NAME OF HOSPITAI NSTI aN (if not in hospital, give street address) || d. STREET ADDRESS 


Ain LR Norsing mee Rovie 97 


EF Middle Las 4. DATE 


erin Harpe Ve Manken |" tam 7, 


5. SEX 6. COLOR oR wee < i (2. NEVER Marnieo[] { at OF t past § AGE (in years [IF UNDER 1 YEARUIF UNDER24HRS, 


Female White wipoweD |} DIVORCED {-] ay rash || Slee 


10a. USUAL OCCUPATION (Give kInd iorn done 10b, oy OF BUSINESS OR 11. BI V, 23 Le: State, Or foreign cB) 12. CITIZEN OF WHAT 


“Led CE WIFE retired) INI Yo / ( 7, : sa d 


FATHER'S NAME 14, MOTHER'S MAIOEN NAME 


Ui kvswy AMON 


15. WAS DECEASED EVER INU.S. ARMED FORCES? { 16. SOCIALSECURITYNO. if INFORMANT Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service) 


— ee jet Nur: He Sykesville, Md 
EYAL we $v (le 
18. CAUSE OF DEATH [Enter only one cause per ine tor Girt for (a), (b), and (c).] # EES INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: 7 ONSET AND DEATH 
IMMEDIATE CAUSE (a). a 4963 


Cenditions, had which aj # Arteriosclerosis, Chronic brain syndrome throggh 
gave rise to Immediate 3 -3=3=00 


cause (a), stating the DUE TO 5 ; ; 
underlying cause last. Yi ASHD, Caronary thrombosis with cardiac failur 


PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) ie. era 


letely filled in by the funeral 
on papers. Pages 1 and 
, within 72 hours after dea 


44) 
ve 


MED? 


Yes [] No Bg 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
DR CONTRIBUTING [1] CAUSE DF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. while Not While factory, street, office bldg., etc.) 
p.m. ig at work at work 


21. | certify that (I) (this hospital) attended the deceased from___1963 19, to_ March 3, 19.66 | that (I) (we) last 


saw the deceased alive Se Oe Le and that death occurred at_10_: 1M) from the causes and on the date stated above. 
‘2b. OATE SIGNEO 


22a, SIGNATUR 
: ee, LY khice* M.D. ATTENOING 7“ MED on PAYS. ol March 4, 1966 


22c. PHYSICIAN'S 22d. ADDRESS 
| NAME (Type) | 


MEDICAL CERTIFICATION 
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23a. BURIAL, CREMATION,| | 23b. DATE THEREDF ip NAME DF CEMETERY DR CREMATORY | 23d, Dal, (City, town or county) (State) 


A et Msoacital iz 5-64. Droid id Pi 2, Camele sabes Moke Wel 
24. /ERAL DIRECTO! rowel, 25a. "D 3" EGISTRAR | 25b. REGISTRARS SIGNATURE 
Sr § y Wav Maughd A yeaudl, DUA \ wR 8 1966] Johor large 


ES 


bon papers. Pages 1 and 


completely filled in by the funeral 


cuted within 24 hours after death. 
ve Carl 


e 
oe) 


ficate be 
cremation, or removal, and in any event, within 72 hours after de: 


ed by the attending physic! 
ransit permit. Then 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certi 
Page 4 may be retained by the hospital or attending ph 

TO FUNERAL DIRECTOR: After this certificate has been sii 
director, page 3 should be detached for use as the bur 
should be filed with the State Dept. of Health prior to burial, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03817 CERTIFICATE OF DEATH SGU. 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
8. COUNTY Cc 11 a, STATE b. COUNTY, 
arro MARYLAND Maryland arroll 
b. CITY OR TOWN (if outside porporste, limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) . 
Westminster 3 days Westminster ...— 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 6. GNA FART 
Carroll County General Hospital 33 Webster Street yes] noid 
3. NAME OF Fil 
pee a rst Middle Last 4. ald Month Day Year 
(Type or print) EDNA BELLE MARTIN deaTH =March 4, 1956 
Sarsen: 8. COLOR OR RAGE | 7, MARRIED [] NEVER MARRIED[_]| 8 DATE OF BIRTH 9. AGE In years iF UNDER 1 YEAR|IF UNDER 24 HRS. 
gt irthday) [Months | Days | Hours | Min. 
female white wiboweD [¥%] pivorceo[]| Aug. 31, 1887 | 7 yrs. 


1a. USUAL OCCUPATION (Give kind of work done 
during most of working life, even If retired) 


10b. KIND OF BUSINESS OR Tl. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


housewife Carroll Count Maryland ie 
13. FATHER’S NAME Be_____ 14. MOTHER'S MAIDEN a soe UeSofA 
é John Price Frank Mandilla Thomas 


15. WAS DECEASED EVER IN U.S. ARMEO FORCES? 
(Yes, no, or unkown) | (If yes give war or dates of service) 


18. CAUSE OF DEATH [Enter only one 
PART |. DEATH WAS CAUSED BY:, 


16. SOCIAL SECURITY NO. 


ee sett 


17. INFORMANT Address 

ye Martin Hamps ead, Md. 
INTERVAL 
ONSET At 


IMMEDIATE CAUSE 


FOO DUE TO 
Conditions, If any, which () Z Ag : 
gave rise to immediate . : 
cause (a), stating the ( DUETO 
underlying cause last. 


S L DISEASECONDITION GIVEN 19. WASRUTOPSY 
= PERFORMED? 
2 ves} no] 
= D. (Enter nature of Injury In Part | or Part I! of Item 18.) 
& OR CONTRIE 
© | (IF EITHER, 
= | 20c. TIME Of JAJURY Month, Day, Year | 20d. INJURY OCCURRED )20e, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) Gtate) 
o Hour a.m. factory, street, office bidg., etc.) 
S While. — Not While 
= p.m. 19 at wera) at work 
fa 7 
rtlfy that (I) (this boast Atfended the decegseg from_j =~ / 19 Wa to 2 7, 19AZZ, that (wed last 
e) defeased,alive on 44 cof 7. and that death occurred a 13 OAM, from the causes and on the date stated above. 
/ 


fap rgllZn J $40 f- PUL AK 


2 hd ( 22b. JOATE SigNgo 
Ah y, aval M0. PAYS [ppinticron Ol bys. [mE Gi 
i/ ip KZ 


22cJ PHYSICIAN’ A (ADD! 
| NAME crypey/ | be " 74 


“23. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATOR 


iw 


23a. BURIAL, CREMATIO 23d. (OcATION City, fown or | oF county) (State) 
REMOVAL (Specify) | a . 
burial 3/6/66 Krider's Cemetery 


<ADDRESS 


Wi minster Ma 
25a. APS Present 25b. REGISTRAR’S oe eee 
| lt 8 196 feeonds, Madge 


WZ * 3 ae DIRECTOR 


18-21 Fi = Ode, 
items 18-21 Film 375 ‘WARYCANH STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mete. 


03618 MEDICAL ‘EXAMINER'S CERTIFICATE OF DEATH VSG6US 


gsve rise to Immediete 
caves (a), stating the 


underlying couse lest. 
yy. 


terminal congestive heart failure 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admlssion)/ 
a, COUNTY a, STATE b, COUNTY rs 
BES te Carroll MARYLAND ‘land Frederi 
5 5S se b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b |'"c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town; 
BEB £3 write RURAL and give nearest town) 
ee Sykesville hmos -19dys Rural - Thurmont Leo 
@=: ae G. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street eddress) |! d. STREET ADDRESS a. CAREER 
28 is 
ees 88/ Springfield State Hospital Rt. 2, Box 33 vesC]_no 
Be. *2 . NAME DF First Middle Last 4. DATE Month Day Year 
CSS wa DECEASED ” OF e = 
Eve ae (ype or print) DAVID MICHAEL McCLINTOCK DeaTH MARCH 13_ 13 66 
sie BE 5. SEX 6. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED [XC] | 8. DATE OF BIRTH 9. AGE ibs IFUNDER 1 YEAR|IF UNDER 24 HRS, 
gf =e lest me Months | Deys | Hours | Min. 
Ber wz Male White wiDoweD [7] pworceo{]| 5-1=lshy | 
205 2E 103. USUAL OCCUPATION (Give Kind of work done) 10b. KIND OF BUSINESS OR Ti, BIRTHPLACE (State or foreign ate 12. CITIZEN OF WHAT 
2 — ~ of working Ilfe, even If retired) INDUSTRY COUNTRY? 
26 aborer an U.S.A. 
ey 13. FATHER'S NAME 2 14, MOTHER'S MAIDEN NAME 
toad fr a » 
Ze, SS Bk A ite 
258 3 e AVR Unke AL 
=-5 5 15. WAS DECEASED EVER INU.SJARMED FORCES? | 16, SOCIALSECURITYNO, INFORMANT 
= oe (Yes, no, or unkown) Ctyes pire far or dates of service) 
$ No 21.9-2)))-3103 sas rds, Springfield Staté Hospital 
§ 18, CAUSE OF DEATH [Enter only one ceuse per line for (a), (b), end (c).] INTERVAL "| INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: i 
= ke, ieee OMISEDEY Aehdihg Diffuse hepatic degeneration See ge 
R 7. DUE TO : 
Conditions, if eny, which t_ingestion of rat poison 3~8-66 
a 


3 a DISEASE CONDITIONGIVENINPART1(a) |19. we vas A TOPS 

& OH, Catatonic type; minor lacerations of elbows 
21s dema a 4 = & No] 
*~| © [20a EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nuture of Injury In Part | or Part I of Ttem 16. 

& | PRIMARY (2) or CONTRIBUTING () 

& | CAUSE OF DEATH. Consumed rat» poison at home 3-8-66 

3g 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED Bons BOE oF Hua ome, farm, 20f. (City or town) (County) (State) 

a Hour a.m, While Not Whit factory, street, office g., etc., 

i is mM, SV 8, 19 66 |atworkL) at work Dd Home = 

21. | certify that 1 took charge of the remains described above, held an Autopsy 4. Inspection [_], Inquiry [_], _and in my opinion 


, Sulcide fc], Homicide [], Undetermined manner [_] 
CHIEF MEDICAL EXAMINER [_] 

M.p, ASSISTANT MEDICAL EXAMINER [_] 22,_ DATE sy 
DEPUTY radeon ase at j 


death resulted fram: Aaturgt Cases 


ge 4 shoutd be forwarded to the Chief Medical Examiner's 


Pa; 
retained for your files. 


3 | TaNATU Ri 


EXAMINER'S 


kes M.D. hadteds 


lease execute the certificate, writing the word “pending” in pencil | 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pal 


es 

2 
a 
§ 


TO DEPUTY e This certificate should be executed within 


of Health or its designated agent, prior to 


5 wame (type) / We Glenn S) WLEAAL7Z AA f 
3 Ba. Bese iea Zab, DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY | 23d. — (City, town or county) 
£ clty 

7F pom ak BMI bG Sf, A Atitag ait £44, 


ea DIRECTOR ADDRESS SMA 25a. i 1 BY REGISTRAR 


Ay irperaendE Oocge bt OME og A 1966 


25b. Morbo SIGNATURE 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


apers. Pages 1 and 2 


I 
j> 


ent, within 72 hours after death, 


remaye carbon 
fryany ov 


lease 
and 


ed by the attending peien and completely filled in by the funeral 


-transit permit. Then 
cremation, or removal 
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Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


director, page 
should be filed with the State Dept. of Health prior to burial, 


YR Al5 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, Maid t 


CERTIFICATE OF DEATH 038609 


as ee eee 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a 


Carroll MARYLANO ms "Ma ryland i. “ALL legan y 


b, CITY OR TOWN (lf outside cor Te limits, ¢. LENGTH OF STAY IN ib || c. CITY OR wae (If outside corporate limits, All RURAL and give nearest town) 
write RURAL and give nearest town. 


1ODays 
— Sykesville. INSTITUTION (If not In hospital, give street address) || d. oe sgetbare. “16 cig RES 
Springfield State Hospital 1062 Maple Street yes{] no fl 


3. NAME OF First le Last 4, DATE Month Di Year 
DECEASED Mat ws 


(Type or print) JAMES (nmn) Me NEIL DEATH March 26 3966 


5. SEX 6. COLOR OR RACE | 7, MARRIED [3) NEVER MARRIED ([_] | 8 OATE OF BIRTH SAGE Tin years Saal ae Pow 


Mde White wipoweo [-} pivorceD {_} 1-16-10 S56 yrs. 


10a. USUAL OCCUPATION (Give kind of workdone| 1Db. ane OF ‘gushes OR ‘TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retlred) IDUSTRY COUNTRY? 
Tool & Cutter Grinder Maryland 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME Lloyd 


James McNeil. Elizabeth (maiden-name- xnknomm) 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 
eS or unkown) laser. war or dates of service) 


Army- WW 2 Unknown cords, Springfield State Hospital 


18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] ee Bar 


¢ DEATH 
PART I. DEATH WAS CAUSED BY: ‘ eumonia 

‘ EATMMEDIATE CAUSE Bilateral Bronchopneuno: 

Mag DUE To . Brai a 

Conditions, If any, which () Metastatic Carcinoma of Brain an 

gave rise to Immediate DUE TO 
cause (a), stating the : 

underlying cause last. ©) Jejunum Months 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) | 19. ba Ayr 


ves Fey NO tal 


2Da. ACCIDENT WAS UNDERLYING 206. DESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part I or Part Il of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTI EDIGAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED |2De. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour am. While — Not While factory, street, office bldg., etc.) 
at work] at work 
21. | certify that (1) (this hospital) attended the deceased from. 19___, that (I) (we) last 


saw the deceased alive 1 a6: 66 19____, and that death occurred e250 ie the causes and on the date stated above. 
b. DATE SIGNED 


SIGNAT = 
ky ey Ah yng MIRON _bitéoron OO PWS. £ al 3-27-66 


22¢. PHYSICIAN'S 22d, ADDRESS 
NAME (Type) Antonius Glahn, : Bbrineft eld hecy ang sb 
232,” BURIAL, CREMATION, NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) ee 


REMOVAL Boeeaee™ FROSTBURG: 


MEDICAL CERTIFICATION 


siitig ioe i] BY “(G66 36 | foronden fase 


1 / MARYLAND STATE DEPARTMENT OF HEALTH 
iW 03620. OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


2Da. ACCIDENT WAS UNDERLYING Aa 

OR CONTRIBUTING (1) CAUSE OF DEAT! 

(IF EITHER, NOTI JEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Year 
Hour a.m, 


20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Pert II of Item 18.) 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 


20f. (City or town) (County) (State) 
factory, street, office bldg., etc.) 


MEDICAL CERTIFICATION 


While Not While 
at work at work LC] 


21.1 cartity that (1) (this hospital) attended the deceased from_¢~ O-o1 to.—Z- 22, 1942, that (I) (we) last 
ease 19% (2, and that death occurred 125A, from the causes and on the date stated above. 


22b. DATE OE. 


pave "SC Binector (]_ PH ral, Fe 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 


a> PR CERTIFICATE OF DEATH 36 if) 
; as 
s ea 1. 03 a DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before Sapte 
SB aves. a. COUNTY 
pe Ca: a Ma Bee, b. COUNTY 
S eo” 2 rro MARYLAND Al Legany 
b= 2 gs b. nung coma cy OS ey lie c. LENGTH OF STAY IN 1b jj c. a x att a outside corporate limits, write RURAL aiid give nearest town) 
eg Bee res n. Ru 
gS 2°3 Syke: rselmo.2dys. ral - Frostburg ey 
e. 3 pas d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e pase se 
= 
ery {| Sprigfield State Hospital Rt. 3, Box 85a ves] no BX 
= s&s: 3. NAME DF First Middle Last 4. DATE Month Day Year 
2 paz DECEASED OF 
= ese (Type or print) RUSSELL (NMN) MILLER DEATH MARCH 22 19 66 
3 So$ 5. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE (in ars whut Tt sate ee 
A jours in. 
3 EEE Male White WIDOWED pivorceo(-]| 3-17-1897 As ea fig 
Sy = 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR 1L BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
2 £@s during most of working life, even If retired) INDUSTRY | COUNTRY? 
o Bae Coal Miner Coal Mines Maryland U.S.A. 
8 s 13. FATHER'S NAME 14. MOTHER’S MAIDEN NAME 
= S 
= 5 William Miller Jane Lewis 
3 £ 15. WAS DECEASED EVER INU.S.ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
= 
eS Ss ie or unkown) | (Ifyes give war or dates of service) 213-09-6)05 R ds, Springfield State H ital 
3 = 6s ec or pringtie. @ nospita. 
o 5 Fy 
Bd Sj 18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and (c).] ah Ee BETWEEN 
3 E PART |. DEATH WAS CAUSED BY: EL een 
ae 5 IMMEDIATE CAUSE (a)__ Carcinoma of lung Months_ 
= = / DUE TO 
3 3 Conditions, If any, which (0) 
Ss a gave rise to Immediate 
S, aa cause (a), stating the DUE TO 
= underlying cause last, ©) Bronchopneumonia Days 
= ARTI SIGNI Se CONTRIBUTING 10 DEAT co amiete DO THE TERMINAL DISEASE CONDITIONGIVENINPART 1(a) |[19. WAS AUTOPSY — 
= nvolutaona. psyc shotle reaction tparan id ype) PERFORMED? 
22 ves fe) No] 
- 
°o 
= 
a 
£ 
PI 
an 
2 
= 
2 
= 
3 
2S 
= 


M.D. 


director, page 3 should be detached for use as the burial-transit permit. Then pl 


Page 4 may be retained by the hospital or attending physiclan. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phy: 


‘3 | “2. apoRESS Springfield ospital 
= s 11 

3 23a. BURIAL, CREMATION,| 23b. DATE THEREOF 

a REMOVAL (Specify) 


23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (Clty, town or county) (State) 
BURIAL 3—26-66 ECKHART CEMETERY ECKHART, MD. 

f 24. FUNERAL DIRECTOR ADDRESS: 25a. REG’D BY REGISTRAR | 25b. ISTRAR’S SIGNATURE 
1, 


JOSEPH R. DURST, SR., FROSTBURG, MD. WAR 28 1966 [eerie aap. 


VR ALS (4) 
15M 4-64 


illed in by the funeral 


rbon papers. Pages 1 and 2 should 
t, within 72 hours after death. 


d within 24 hours after” y 


a 


cal 


ed by the attendi 
Then please 


|, cremation, or removal, and in 


jal or attending physician. 


should be detached for use as the burial-transit permit. 


yy be retained by the hos; 


be filed with the State Dept. of Health prior to burial 


director, page 3 


TO HOSPIT: gOR ATTENDING PHYSICIAN: The law requires that the death certificate be execute 
death. Page’ i 
TO FUNERAL UIRECTOR: After this certificate has been sign 


ding physician and completel 
ty ' 


: ~ MARYLAND STATE DEPARTMENT OF HEALTH *y 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03622 CERTIFICATE OF DEATH N23 


1 PEACE OF DEATH 7 3, USUAL RESIDENCE (Whore deceased lived, If institution: Residence before edmission) 
e e, STATE b. CO} 
Carroll MARYLAND Mar ryland Carroll 


b. CITY OR TOWN (if outside corporate limits, <. LENGTH OF STAY IN ib | © aot OR TOWN (lf outside corporate limits, write RURAL end give neerest town) 
write RURAL and give neerest town) 4 
Hampstead >t Life Hampstead Ob — fi 
d, NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street eddress) ‘d. STREET ADDRESS . 1S ee 
A 
8 S. Main Street ; 6s, Maip Street ves (] NOK] 
“a. NAME OF First idle last Month Day “Yeer — 
DECEASED 
ipreeerPas) Elwood Logan Murra beam March 18 1966 
Sask) Fe 6. COLOR OR RACE|7. MARRIED [] NEVER MARRIED |] | 8: DATE OF SIRTH 79. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS, 
M | Ww nia Oo jo ee ae Deys | Hours | Min, 
| woowes{H  oivorceo[]| Feb. 19, 1887 oa: 


bee USUAL OCCUPATION EF ind work | 1Db. KIND OF BUSINESS OR INDUSTRY | | 11, BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
ne during most working li even if retire 
AGtS" Mitte ajotor gepicle | Carrell Ge., Ma. | U.S. A 
13. FATHER’S NAME 3 ce | 14, MOTHER'S MAIDEN NAME =“ 
Charles Me Murray | Susan Rebecca as 
ir WAS t Latins anus) ARMED FORCES? i SOCIAL SECURITY NO.) 17, INFORMANT Address 
es, no, or unkown) | (ifyesgivewerordetes of service] 
4 No | 218-32-4152 Wm. J. Matthews, Hampstead, Ma. 
8. CAUSE OF DEATH [Enter only one cause per line for (e), (b). end F eee a 
ran oun ascasee, Coronary Occlusion SO"minutes 
yf om | veto Chronic Myocarditis 
Conditions, if eny, which (b). 


gave rise 10 immediete couse 


(el, steting the underlying f VETO Arteriesclerotic Cardio-Vascular Disease 


cause lest. 


z PART ll, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)) 19, WAS AUTOPSY 
9 aii Le 
is 

ch = eee --——— we--- yes [] NO ik 
E [2be. ACCIDENT WAS UNDERLYING FP | 2Db. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 1B.) 

@ | OR CONTRIBUTING" RE AUSE OF DEATH 

u {IF EITHER, NOTIFY MEDICAL EXAMINER) wee eee eee —<——— = — ee ee ee 

z s a Ss + oa- = 
& [/20e. TIME OF INJURY Month, Dey, Year | 2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Homo, farm. | 2DI. (City or town) (County) (Stete) 

s pring a | While Not While fectory, street, office bidg., ete.) | 

8 Bale oi Styne Pree nel  slaneheeeenteettententeczendiis ieee ee 


at (I) (this hospital) attended the eae ae from. 58... ey , that (I) (we) last 
+ deceas ld alive on... —l6= Ao , and that death occured a , from the causes and on the date stated above. 
Gt < | é 22, DATE 
ATTENDIN' MED. STAFF ED 
.  ]_obinector [} Pxys. [] 3-18-1966 


| 22d. ADDRESS 


ampstead, Maryland a 


a ae Joseph E. Bush>M. D. _ 


23c. NAME OF CEMETERY OR CREMATORY ——='| 23d. LOCATION {City, town or county), (State). 


Hampstead Cemetery | Hampstea, = Md. 


Specify) 


& 37 23/66 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS sw REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 
th ton-Eline Hampstead, Md o, 
Tip ___Hempstesd, Md» __loman 9-9 1966 (CLiabeg Yuudpe __ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


| 03628 CERTIFICATE OF DEATH 38 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a, COUNTY a, STATE b. COUNTY j 
Carroll MARYLAND Maryland F i 


b. CITY OR FOWN (if outside porate limits, c. LENGTH OF STAY IN 1b |j c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give neares' 


(Rural) Sykesville Oy imo. 9da Middletown / d 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS o.15 RESIDENCE 


Springfield State Hospital 301 Green Street ves] No FX) 


3. Bere First Middle Last 4. RATE Month Day Year 
(ype or print) Charles Earl Nikirk, Sr.| DEATH BE} 18 __1966 
5. SEX 6. COLOR OR RACE T7, MARRIED [q NEVER MARRIED[_] | & DATE OF BIRTH 9, AGE (In years | IFUNDER J YEAR |IF UNDER 24 ARS, 


last birthday) [Months | Days | 
aatlé Wits wtooweD pworce [] 5-1-1885 80. xe Months | Days | Hours ald Min. 


1Da. USUAL OCCUPATION (Give kind of work done} 10b. He es Posner OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) COUNTRY? 
--- Maryland USA 


Pages 1 and 


letely filled in by the funeral 


Carbon papers. 
ght, within 72 hours after dea 


Postal Clerk 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Charles Edgar Nikirk Cora Rudy 


15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 
(Yes, no, or unkown) | (if yes give war or dates of service) 


none unknown Hospital Records 


18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] bt ana 
PARTIE PV IMMEDIATE CAUSE ‘g_Cerebral Vascular Accident minutes 
\ DUE TO 


Conditions, if any, which Cerebral arteriosclerosis years __ 
gave rise to Immediate 


cause (a), stating the ( OVE TO 
underlying cause last. (c) 
PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART (2) 19. WAS AUTOPSY 
Hypertension. Generalized arteriosclerosis. Pulmonary emphysema 


} | i ves [] No 
20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY oe. fe nature of aay Part i or Bat 7 af 1G fs) 


OR CONTRIBUTING [1] CAUSE OF DEATH 

(IF EITHER, NOTI EDICAL EXAMINER) = 

20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ]2De. PLACE OF INJURY (Home, farm,| 2Df. (Clty or town) (County) (State) 
Hour a.m. While w White o factory, street, office bidg., etc.) 


p.m. 19 at_work work 


21. | certify that (He(this hospi, -pijended the d ecg ed from 19.05 to__3-18 19 that #0 (we) last 
saw the deceased alive o__2-19 39 00 and that death occurred a€__A.aM, from the causes and on the date stated above. 
22a. SIGNATURE | 22b. DATE SIGNED 
: wo. Bis N°] Blaecror C] pave. ]| 3-18-66 
Ys 22d. ADDRESS 
| we. NAME (ype) Heina He Klaatseh, M.D. | 


I, and in 


mit. Then please r 


cremation, or removal 


ransit per! 


al or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and 


MEDICAL CERTIFICATION 


director, page 3 should be detached for use as the bur 
should be filed with the State Dept. of Health prior to burial 


Page 4 may be retained by the hos} 
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23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
REMOVAL (Specify) |: | . 
Bauaead 2 Mae A,/90b erable 
24, FUNERAL DIRECTOR SS 5 25b. REGISTRAR'S SIGNATURE 
: 
LUM. Cr We ddbbiwn ro 
“s t 


VR AIS (4) 
20M 1/65 


Pages 1 ai 


‘bon papers. 
and in any event, within 72 hours after dgat 


in ahd completely filled in by the funeral 
jove cari 


ermit. Then pleas 


Bi 
, cremation, or removal, 


ficate has been signed by the attending physi 
jal-transit 


ne 


S 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03622 CERTIFICATE OF DEATH 03643 


1, Mariah ral 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence admission) 
a. 


CARROLL MARYLAND ‘Maryland Baltimore Cit; 


b. CITY OR TOWN (If outside corporate IImits, ¢. LENGTH OF STAY IN ib || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


write RURAL and give nearest town) 


Sykesvil Baltimore a 
d. NAME OF valle INSTITUTION {if not in hospital, give street address) | d. STREET ADDRESS e 1s RESIDENCE 
Springfield State Hespital 528 Sanford Place ves} nol 


. NAME OF First Middle Last 4. DATE Month Day Year 
OECEASED 


OF 
(ype or print) ©FLerence May Parker OEATH eI 4 1966 
5. SEX &. COLOR OR RACE | 7, waRRiED [>] NEVER MARRIED[—] | ® DATE OF BIRTH 9, AGE (In i ws bo TFUNDER 24 ARS, 


last birthday) (Wonths | Days | Hours Min, 


Female Negro wiboweD [5] pivorceD[]| 8=28=88 TT _ yrs. 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR TI. BIRTHPLACE (County & State, or forelgn country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


Housewife Maryland A ee 


13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


Stanley Smith Mary fFraroe 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITYNO. | 17. INFDRMANT Address 


(Yes, no, or unkown) | (If yes give war or dates of service) 
Neo 217-05-308h Hospital Records 
1B. CAUSE OF OEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 


ONSET AND, DEATH 
a |. DEATH MEDIATY Giusy ()__Inanition and dehydration MONS 


DUE TO 
Conditions, If + which w)__ Advanced senile brain disease Years 
gave rise to Immediate 


cause (a), stating the DUE TO 
underlying cause last. (c) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART l(a) 19. Maes 


Gangrenous decubital ulcers. yes fX} No [] 


20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Infury In Part | or Part 1! of Item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 206. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m, ie ees factory, street, office bldg., etc.) 
p.m. 19 at work at work 

21. | certify that (1) (this ria attended the decepged from__2=-16 19 to3-4 _, 1944, that (I) (we) last 

saw the deceased alive on__7"4"" __19 98 | and that death occurred at-./5AM, from the causes and on the date stated above. 
22a. SIGNATURE VA | 22b. DATE SIGNED 

« MED. STAFF 
4 wp. PHS NS Cy Biktoror C pave. 3)+4) ot ‘ 

22a PHYSICIAN'S 22d. ADDRESS : 5 a 


ewe Springfield State Hospital, Sykesville _ 


MEDICAL CERTIFICATION 
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director, page 3 should be detached for use as the buri 
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TO FUNERAL DIRECTOR: After this cert 


VR A15 (4) 
15M 4-64 


.) 


23a. Pecan: 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


| Bercier I\3-F-66 | rt Anbu Corr. Sroaere, 7H. 


24. FUNERAL DIRECTOR ADDRESS 25a, REC'D BY REGISTRAR | 25D. REGISTRAN'S SIGNATURE 
a! i LSE SEM Ch — pare MARY 1965 é 7g 


MARYLAND STATE DEPARTMENT OF HEALTH 
o3e3 OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


sine SSETONE A EAH hare 


re deceased lived, If institution: Residence before admission) 
a. STATE b. COUNTY rs 
k 


Carroll MARYLAND Maryland 
b. CITY OR TOWN (if outside corporate. limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


1. PLACE DF DEATH 
a. CDUNTY 


Pages 1 and 2 


‘11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
COUNTRY? 


= 
263 
S53 
oS 
ai 
Boe ( R write oat and give nearest town) 
Ris ural) Sykesville hoy 8m 23 Baltimore City JO =4 
@ 3 gn d. NAME OF HOSPITAL OR INSTITUTION {if not In hospital, give street address) || d. STREET ADDRESS a. Lapel 
=o 3 4 ‘ 
eas Springfield State Hospital yes] volt 
SS 3. NAME OF First 5 Month D Y 
2 2 = DECEASED ‘nd irs! sate Last 4, apie lon’ ay ear 
ese (ype or print) Philip Ferdinand Plack DEATH 3 26 19 66 
Sas 5. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED [p-] | 8. DATE OF BIRTH 3. AGE (In years | IFUNDER 1 YEAR|IF UNDER 24 HRS, 
es rt 10-20-74 pe" ih day) ‘Senil Days | Hours Min. 
E = male white | wioowe [7] DivoRceD ["] fs J yrs. 
52 
Ss 


Ape. Celi Seer ON ab Pindoy sone 10b. bit) epee ees OR 
ny working life, even if ret 
“agerer rere 


ficate be executed within 24 hours after death. 


28 -- Baltimore City, Md. ‘ 
= os 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
= #Ee Louis Plack Caroline Frick 
8 2.5 15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
= 2= Ss Newt or unkown) ee Sere k 5 5 field Stat H 1 
6 SES unknown pringfie ate Hospita 
3 35 
i £25 18. CAUSE DF DEATH {Enter onty one cause per line for (a), (b), and (c).7 INTERVAL BETWEEN 
S226 PART I. DEATH WAS CAUSED BY: Myocardial inf ti silo Gell 
BEu85 IMMEDIATE CAUSE (a) y ial infarction minutes 
32 wan 
23 ga8 edo | DUE TO 
oS Sle . ‘ 7 
BEES «ok tg da aD @___Arteriosclerotic heart disease years 
s2se2 DUE TD ‘ 
gs S55 AChiinL @ Generalized arteriosclerosis years 
vel 
E22°5 & | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) |19. WAS AUTOPSY 
7 os é —e—eEeeee PERFORMED? 
. 23= & 4 7 : 
=55.8 »|e| Schizophrenic reaction, paranoid type yes] NG 
Pa Se & | 2Da. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 1! of Item 18.) 
SEER! |B |e PNRM ACS Clint 
26 Cfn ° , eee 
es oa 
£ 2 £838 | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ) 206, PLACE OF INJURY (Home, farm,| 208. (Clty or town) (County) (State) 
as paccias es Hour Not While s factory, street, office bidg., et 
o> Sa a ws “eT work Es 
Zzl2rog = 
ee ze 2g 21. | certify that Ag (this hospital) attended the deceased from ve , 1939., to 326, 19_66, that Q (we) tast 
ESess saw the deceased alive on__3=26 ___19_64, and that death occurred at_11PM, from the causes and on the date stated above, 
r) = £s.= 22a. SIGNATURE Fe “A fe TG L | 22b. DATE SIGNED 
S32 2C- Ce x a JATTENDING MED. STAFF 
ofs ks 3 bahS : f home {_pirector (1 Pays. Ex) 3-27-66 
=zezee. } 226.” PHYSICIAN'S 22d. ADDRESS 
52 Seu | we) Heinz H. Kilaatsch, M.D. _|Springfield State Hospital 
=zeres 23a, BURIAL CREMATION,| 2 23¢, NAME OF CEMETERY,OR CREMATORY d) LOCATION (City, town or county) (tate) 
o%o5G EMDVAL (Specify) ; sah / 
eee, “on piece 


BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


EC'D 


20M 1/65 aru Y. a MAR 31. fort ag 


MARYLAND STATE DEPARTMENT OF HEALTH 
ion of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH US645 


a? HEALTH DEPT. . PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, (f institutlon: Residence before admission) 
a. COUNTY a, STATE |. b, COUNTY 
MARYLAND Maryland 
b. CITY DR TOWN (If outside corporate limits, ¢. LENGTH DF STAY IN 1b {' c. CITY OR TOWN (If outside corporete limits, write RURAL and give nearest ‘fown) 
write RURAL end give nearest town) 


Sykesville Five Year Sykesville 6-1 
‘d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e. ea tie 


Nor-Mil Farm Nor-Mil Farm ves bel_no tJ 


3. NAME OF First Middle Last 4, DATE Month Day Year 
DECEASED 


OF 
(Type ar print George Norman Po oat = Matnehy cee IE 
5. SEX 6. COLOR OR RACE | 7. MARRIED [5q NEVER MARRIED [] | ® DATE OF BIRTH SAGE (in ears ipeER TY 4 Epa spot 
$ 3 
Male White wiDoweED [_] divorced [] | 1 - 30-1900 66 ys. i | 


106, USUAL OCCUPATION (Give kind of work done | 10b. KiND OF BUSINESS OR TI. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


during most of working life, even If retired) 
Staff Consultant Telephone Co. Maryland (UD 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


| 


PM3, Page 5 may be 


@...., 


and 3 to the funeral 


7 


2, 


with the State Department 


ges 1, 


fice along 


Edward Posey Mildred Gardner 
15, WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYND. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service) 


No i AI2- 05-0483 urs, 
18. GAUSE OF DEATH [Enter only one cai line for (a), (b), end (c).] 
PART |, DEATH WAS CAUSED BY: 
eo _ IMMEDIATE CAUSE (@). 
X DUE TO 
Conditions, If eny, which (b). 
gava risa to Immediete 
causa (a), stating tha? DUE TO 
undarlying cauaa laat. 


(c) = 
PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART1(0) 119. ps te 


ves [} NO 


24 hours after death. If any delay 


in Item 18. Give 


” in pet 
Examiner's 0} 


tat 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nuture of Injury In Part I or Part 11 of Item 18.) 
PRIMARY o or CONTRIBUTING () 
CAUSE OF DEATH. 


20. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 2Df. (Clty or town) (County) (State) 
Hour a.m. While Not While factory, street, office bldg., etc.) 


p.m. 19 et work et work 
21. I certify that | took charge of the remains described above, held an Autopsy {_], Inspection Dg, — Inquiry ites and in my ppinion 
death resulted from: Nature i Suicide [[], Homicide [], Undetermined manner [_] 
CHIEF MEDICAL EXAMINER [_] 


q NED 
M.p, ASSISTANT MEDICAL EXAMINER [~] 2, Ry /4 a 


MEDICAL CERTIFICATION 


ge 4 should be forwarded to the Chief Me: 


Tetained for your files. 


DEPUTY. MEDICAL EXAMINER 


EAAMINER’S z MD £28 (CidladrenaS 


23a. ReHorie eet | 23b, DATE THEREO 23. NAME OF CEMETERY OR CREMATORY | 23d. LDCATION (City, town or county) 


REMOVAL (Specify) —_— 4 
q a Lake View Memorial i Mig . 
2 8 o6 ADDRESS. 25a. REC'D B “Least "S SIGNATURE 


a Wl May fe | folcnles Nactgh 
5M 65 A 2 ——— 


lease execute the certificate, writing the word “pel 
of Health or its designated agent, prior to burial, cremation, or removal, and in any event within 72 hours after death. 


director. Pai 


pl 


2 
= 
= 
2 
2 
2] 
3 
4 
o 
3 
z 
8 
= 
a 
2 
$ 
= 
= 

oe 

oF 
7 
Ss 
fS 
e 
a 
= 
m 
a 
a 
= 
is 
= 
a 
bg 
a 
° 
= 


TO HOSPITAL OR ATTENDING PHYSICIAN: The faw requires that the death certificate 


ed within 24 hours after death. 
Page 4 may be retained by the hospital or attending physician. c 


TO FUNERAL DIRECTOR: After this certificate has been signed by the 


VR AIS (4) { 


20M 


attending physician and completely filled in by the funerat 
bon papers. Pages 1 and 


mit. Then please remove car! 


, cremation, or removal, and in any event, 


-transit pert 


director, page 3 should be detached for use as the bur 
should be filed with the State Dept. of Health prior to buri 


16s 


within 72 hours after d 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE VOETT 
) 


03626 CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
a, CDUNTY a. STATE b. oot 
MARYLAND ryland Balto.Cit 
b. CITY OR TOWN (if outside corporate limits, ©. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and glve nearest town) 
write RURAL and give nearest town) 
Sykesville 8yrs.10mos .2 e Baltimore Zo- 4 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 8. pans 
Springfield State Hospital 21 We. Franklin Ste vesC] noBd 


3. Reve er First Middle Last 4. Has Month Day Year 
(Type or print) DORIS (NMN) ROBERTS DEATH MARCH 13 19 66 
5. SEX 6. COLDR DR RACE 7, MARRIED [] NEVER MARRIED ff] | & DATE OF BIRTH 9. AGE in a TF UNDER 1 YEAR|IF UNDER 24 HRS. 
as! lay) Months | Days | Hours | Min, 
Female | White wippweD [-] oworceo[]| 7-15-03 62 am : 
10a. USUAL DGCUPATION (Give kind ofworkdone| 10b. KIND OF BUSINESS DR TL. BIRTHPLACE (County & State, or foreign country) | 12. CIVIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY CDUNTRY? 
aitress New York U.S.A. 
13. FATHER’S NAME 14. MDTHER’S MAIDEN NAME 
Louis Roberts Ida Cunningham 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SDCIALSECURITYND. | 17. INFDRMANT Address 
(Yes, no, of unkown) (ea ey 
None Records, Springfield State Hospital 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: 
3 IMMEDIATE CAUSE () Arterios © ears 
7 DUE TO 
Conditions, If any, which (b) 
gave rise to immediate 
cause (a), stating the DUE TD 
underlying cause last. (c) 
5 EAST DIHERSIGNIFICENT POND IT RNS CONTRI TING TD DEATH BUT NDT RELATED TD THE TERMINAL DISEASE CONDITIDNGIVEN INPART 1(a) |19. WAS AUTOPSY 
E assoc. with CNS > Meningoencephalitic, with psychotic aise 
Slreaction 2.2.4 yes} ND 
f= | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HDW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
& | DR CONTRIBUTING ["] CAUSE DF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= | 20c. TIME DF INJURY Month, Day, Year | 20d. INJURY DCCURRED |20e. PLACE OF INJURY (Home, farm.) 20f. (City or town) (County) Gtate) 
a Hour a.m. while Not While factory, street, office bidg., etc.) 
8 
= p.m. 19 at work QO at work 
21. | certify that (I) (this hgspital) pores the deceased from. a Ki , 19__, that (1) (we) last 
saw the deceased alive ond=13200 19, and that death occurred al 220 ‘om the causes and on the date stated above. 


22b. DATE SIGNED 


HYSICIAN’S 22d. ADDRESS Sprinefi H 
NAME (ype) Agustin del Campo, M. D. | Srraneiites faattana? 


22a, SIGNATURE | 
ae Lil ene J mo. PAYS NS 7] Blatcror CI] PHvs. 3-14-66 
eas SS 


23d. LDCATION (City, town or county) (State) 


 BACTIMYRE Md. 


23a. Ee ag 23b. DATE THEREDF 
i : 
hi | 3-15 66 VU 


24. FUNERAL DIRECTOR 


D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


MARYLAND STATE DEPARTMENT OF HEALTH 
teal OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, M, RYLAND, 
03% O17 


CERTIFICATE OF DEATH 


ah 


££ s 
= = se ae Ee 
Ss 223 1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
ay oe a. COUNTY a. STATE b. COUNTY 
2 soe MARYLAND Maryland Carroll 
Ss Soo b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TO! ‘outside corporate limits, write RURAL and give nearest town) 
ae £ 2 write RURAL and give nearest town) 2 , 
5 2.e Burg eet R ER Non ar nat et a it | Sykesvi Le g : 
= wen, a. E OF HOSPPTAL OR 1 ION (If not In hospifal, give street address) || d. STREET ADDRESS @. 1S RESIDENCE 
= 23ar : ON A FARM? 
= S5/2 |Springfield State Hospital --- vesE) nob 
a = 3. ee First Middle Last 4 Bete Month Day Year 
se (Type or print) DEATH 9 
3 Qe _ Robertson. ‘h. 19 66 
So8 5. SEX 6. COLOR OR RACE | 7, marRieDt } NI 8. DATE OF BIRTH 9, AGE (In years] IF UNDER 1 YEARTIF UNDER 24 HRS. 
ses i al] EVER MARRIED [_] t4 IF UNDER 1 YEAR)IF ide 
ula last birthday) [Months | Days | Hours | Min. 
Bes female White widoweD ["] pivorceD[]| Nowe 21 1895 78__yrs. | | 
cs 10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 11, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
s 32 during most of working life, even If retired) INDUSTRY COUNTRY? 
8 
B25 Houseuife =. Maryland USA_ 
ecg 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
meso 
SEE Howell, Charles Egan, Mary 
rae 15. WAS DECEASED EVER INU.S.ARMED FORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT Address 
Ese (Yes, no, or unkown) | (If yes give war or dates of service) 
288 es —_|_n 21609-2978 spital records, Syke: a 
=, P= 18. CAUSE OF DEATH fEnter only one cause per line for (a), (b), and (c).] INTERVAL a vial 
Sec PART |. DEATH WAS CAUSED BY: Ronelenets a : pa at 
wes + 7, IMMEDIATE CAUSE (a_Arteriosclerotic cardio-vascular disease, 
Einare “ 
. DUE TO 
Conditions, If any, which o)_Parkinson's Disease. 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c). 


& | PART Ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPARTI(a) _|19- Was AUTOPSY 
=| CBS with cerebral arteriesclerosis with psychotic reaction ves] No FX 
ale 
= 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
S | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
a Hour a.m. factory, street, office bidg., etc.) 
a 5 While p— Not While 
= p.m. 19 at work oO at work 
21. I certify that (1) (this hospital) attended the deceased from_2m1@m_6° 19___, to__ 3m] 9,_, 1966, that OF (we) last 
saw the deceased alive on___3e19, 19.66, and that death occurred at®.y_M, from the causes and on the date stated above. 


22a. SIGNATURE 


LE Lagi Bons as wo. Bis T] Binector [1] BIVS. ~19 656 
2. FANSTCIAWS 22d. ADDRESS SpringfLe ate Hospita 
| we Re Ge Iejonchere, MeDe | Sykesville, Md 
ATE THEREOF bis WAME OF CEI 
bf é GiliAk. 


| 22b. DATE SIGNED 


Page 4 may be retained by the hospital or attending ph 


TO FUNERAL DIRECTOR: After this certificate has been si 


director, pi 


23a. 


ET! 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be execute 


should be filed with the State Dept. of Health prior to burial, 


230, REMATORY 23d. LOCATION (City, town or cpunty) Gtaje) 
Z, 
ADDRE:! 


25a. wart Hare lt AR’S camel (2 
sl Yeodity, MAR 27 1966 Ze 


vR AIS (4) % 
20M vis 
Wh 


q 


MARYLAND STATE DEPARTMENT OF HEALTH 
ogee OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, he 


=— 


CERTIFICATE OF DEATH 


2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. STATE b, COUNTY 
ie ¥ kA ALD Cal Sfp 0 he 
N 


©. CIfY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


1. at OF DEATH 
8, COUNTY 


CAKK OL £ Coty Ty MARYLAND 
b. CITY DOR TOWN (if outside STS limits, c. LENGTH OF STAY IN 1b 


write RURAL and give nearest town) 
Taare ay Ow ea Li MES SYA AL ve LP? ot - 
d. NAME DF HOSPITAL OR ‘oro (if not in hospital, give stfeet address) || d. STREET ADDRESS a aes 


94D bASHIN ETON CAD W2-AASM/IV CSTW fe orf> _|\vesX wll 


3. NAME DF First Middle Last = 4. ha Month Day Year 


DECEASED 
(Type or print) > °o é “& 
5. = : 6. ae FEM ER salon Se UP Ef Serge a 


7. MARRIED. NEVER MARRIED MATE OF BIR GE ears ew 1 YEAR |IF UNDER 24 HRS. 
al tas bi day) | Months | Days | Hours Min, 
yrs. 
11. "BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN DF WHAT 
COUNTRY? 
“ 


wipoweo 
CO, A 


uted within 24 hours after death. 


ci 


oO 


id completely filled in by the funeral 


director, page 3 should be detached for use as the burial-transit permit. Then please femove carbon papers. Pages 1 and 


} 10a. USUAL OCCUPATION (Give kind of work done 


10b. KIND OF BUSINESS DR 
during most of one life, even If retired) INDUSTRY 


13. “FAT = NAME 14. MOTHER’S MAIDEN NAME 


Lilt Lf /d fy, ahvé2 ~ ee INE POP, 


15. WAS sreonln ants S. ‘ARM ip SOCIAL SECURITY ND. | 1 ae Addi 
(Yes, no, or unkown) |{Ifyesgive war or dates of service) ad AERTS: lf OMM gr. ates ore 


Wire 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after de: 


s 
re 
ge 
7. ye 
8 2 
ee 
oe 42 — 0-07-77. Sua. wrop, “DP. 
ick gee 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).) Ga INTERVAL aa] 
ee eat PART 1. DEATH W: OA a Ls) AND 
ies AS CAUSED BY: 1 af id ot ebcoad 
sSz IMMEDIATE CAUSE (a) ~ C_A Caer, 
3 : 
#38 / / DUE TO 
S25 Cenditions, if any, which orl Ree i 
= ae s gave rise. to Immediate Xi ain = 
es > al 
zo g — {c). 
SEs s PART I! OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) | 19. WAS AUTOPSY 
ae. < 
£53 1s ema yes} oT] 
Lawes 3 2 
ZE5 = | 20a. ACCIDENT WAS UNDERLYING 20D. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part 1 of item 18,) 
=a & | OR CONTRIBUTING [Dj CAUSE DF DEATH 
sgs © | (IF EITHER, NOTIFY MEDICAL EXAMINER) boy gee 
” 
ze 2 z 20c. TIME DF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF TUTey Compe Farm. 20f. (City or town) (County) (State) 
eae FS a Hour a.m. While Not While Factoryisteet2 , office bidg., etc.) as 
Py 2 = p.m, 19 at work at work el 
} < 5 *, 
S30 21. | certlfy that (1) (this hospital) attended the deceased from 19 to 34" 190 ¢, that (I) (web last 
E= 2 saw the deceased alive on“ 2~«4- 3¢“ 194.4 , an ret leath occurred ate? | M, from the causes and pn the date stated above. 
<— 2 22a. SIGNATURE 22b. DATE SIGNED 
a 
mm @ oe . 
S23 / SF. . ), ATTENDING id MED. STAFF all hea re 
> =. i Za M.D. PHYS. DIRECTOR PHYS. 
Zez 22e. PHYSICIAN'S” * 224, ADDRESS, > 
—_ « 
B~ | an ED Mslea IND) | thes tomninetin , >rd. 
=e 73a, BURIALS to" 23b. DATE THEREOF” 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) ae 
i= o 
=e Foc pd e. 2/Lbb Dbtk PARK METH. EN, SAALLNOOD, AD. 


24, , FUNERAL DIRECTOR 


—s 
= 


ADDRESS ps 25a. REC'D “BY REGISTRAR mal 25d. REGISTRAR’S SIGNATURE 


MOSTMINSTER, ‘APR 1 196 


VR AIS (4) 
20M 1/65 


we hosed cy hal yell bo ll — x 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, Wee 


_"* 


: Bue" a$ CERTIFICATE OF DEATH Ne 
eis 
3 s 1 a ste a, DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before ni 
cue : Carroll ae iG astaTE Maryland °°UTY Montgomery 
= =) gc b. Sr en CE outs ite eat limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
Se ive ist town) . 
§ 23 Rurdit® ykeaviite imo. 2days Bethesda /o L 
= woe d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) || d. STREET AODRESS. 6. 1S RESIDENCE 
= 2a ON A FARM? 
S Sses/i |Springfield State Hospital 4927 Crescent Street yes] no Gd 
e bps 3 
= Ss se Ep ua First Middle Last 4. ig Month Day Year 
& 2 82 (Type or print) Anna NMN Schwarz DEATH 3 6 1966 
5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9. AGE (In years | IFUNDER 1 YEAR|IF UNDER 24 HRS, 
a 8 g 7. MARRIED [_] NEVER MARRIED [_] fast Girthday) ents ree a 
& Ss female white WIDOWED ovorceo[]| 10/23/83 82 ys. 
See 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR TI. BIRTHPLACE (County & State, or forelon country) | 12. CITIZEN OF WHAT 
s s So during most of working life, even If retired) INDUSTRY COUNTRY? 
2 2s housewife Austria USA 
B 2°53 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
= Bee unknown unknown 
= Ze 
Se ee 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
= SE So (Yes, no, or unkown) | (If yes give war or dates of service) < fs Py 
S See no none Springfield Hospital records,Sykesville 
eZ £ =e 18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] al 
2. xe PART |. DEATH WAS CAUSED BY: 
Seo os IMMESIATE cause (@)___ Arberiosclerotic cardiovascular disease | Years 
23 bss Yo DUE TO 
Seo55 Cenditions, if any, which 
Pa ated gave rise to Immediate i 
e2eee2 cause (a), stating the DUE TO 
23555 E 
sBaee underlyIng cause last, (c). 
a 2 252 5 wr i au dy Fee Rgpete Pe DEATH PUNT Poa ag ee pe a 1N vay Tia) [19. Was AUTOPSY 
2 eS = ronic orain syngro with senile brain gease wl neurotic r 
esscs als eaction. est tye “sia wt 
z= E22 FS 208; ACCIDENT WAS UNDERLYING [| 200. Mesdener HOW INJURY OCCURRED, (Enter nature of Injury in Part | or Part il of Item 18.) 
3S 
So 2 S22 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2.6 
Fe £23 z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |206. PLACE OF TEU aoe, Corin 20f. (City or town) (County) (State) 
as Toe Ss Hour a.m. wile, Not While factory, street, offica bidg., etc.) 
$2 £223 = p.m. 19 at workL_] at work 
Ss 2s 2 21. U certify that (ft (this hospital) attended the deceased from. 19:88 toe that % (we) last 
= = 
Efezs saw the deceased alive on__3/6/ __19. 6G , and that death occurred at_9s 4x front thé causes and on the date stated above. 
te Bo = 22a. SIGNATURE % Zz - 7 eee ee ie 22. DATE SIGNED 
Seeee Morses YELP, NL mp. PHYS. _{] Director [1] ie 5¢e/ 8. 
=euwe 22c. PHYSICIAN'S 22d. ADDRESS Springfiel ate Hospi l 
eS... 
aris / j__HE (me) Moises Sucholeiki, M.D. ae = 
ae pe 
2eres 23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
at otG WAL (Specify) ate f a 
ree Creat iP 3/8/66 Cedar Hill Cemete Primce George Co,,Md, 
* 
24,_ FUNERAL pair Boal emer ADDRESS s 5 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
rson eeler- Rockville Pike, Rockville ae 7 3 
ve as. ( ay , mMAR Q {9 Guys 
20M 1/65 \ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


\ 
=z) 


4 ~~ me 
a CERTIFICATE OF DEATH Od 
€ B35 
3 2 3 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, I institution: Residence before adm{ssion) 
5 275 Carroll aenviio ee ea 2 Carroll 
5 28s b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH GF STAY IN 1D || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
>a write RURAL and glye nearest town) 
» Bee We 
§ an8 Finksburg Finksburg , / 
2 sen NAME OF HOSPITAL OR INSTITUT a. STREET ADDRESS €. Tg RESIDENCE 
2 or 
* & ge Murray Road Murray Road ves (eal cabal 
s 
Peas 3. HAME OF First Middle Tast 4. GATE Month Dey Year 
2 252 (lype or print) Walter We Sherman DEATH March 28, 1966 
z Se2 5, SEK 6. COLOR OR RACE T7_ wanaeD i] NEVER MARRIED []| & ATE OF BIRTH ~~ Y9. REE Gn pear [TF UNDER 1 VEARTIF UNDER 24 HRS 
S—2EF Male White wioowed[] __ivorceo{}| Feb. 28, 1890 | 76 rs. lea fe 
= ms 10a. USUAL OCCUPATION (Give kind of Workdone| 10b. KIND OF BUSINESS OR IL BIRTHPLACE (County & or feretoa country) | 12. CITIZEN OF WHAT 
gz during most of working life, even If retired) INDUSTRY COUNTRY? 
ones Supervisor C. A. Schmeck Co, Maryland USA 
s os 13. FATHER’S NAME | 14. MOTHER'S MAID 
= wee 
~ Fee John H. Sherman Isabel Wilson 
Sens 15. WAS DECEASED EVER INU.S, ARMED FORG T6. SOCIAL SECURITY NO. | 17. Address 
s 22° CY es, ne, or unkown) | (It yes give war or dates of service) 
3 852 No 216-100-5927 |Mrs. Clara H. Sherman  Finksburg, Md. 
£53 18. CAUSE OF DEATH [Enter only one cause per line for (a), (6), and (c).) | INTERVAL BETWEEN 
£.Bes PART 1. DEATH WAS CAUSED BY: ore 
ee oes ART \- DEATIUMEDIATE CAUSE (a]___P E ihr, 
23 eax m, x DUE TD ‘ 
siSes Conditions, If any, which Hypertensive- Arteriosclerotic C. V. 220 is 
£6228 ) 15. Yrs. 
Eee ts geve rise to Immediate <=. 7. Dieenge “<a 
Ss s2- cause (a), stating the ( DUE TO 
we eye underlying cauee last. (o). 
seece & | PARTI. OTHER STGNIFIC ITIONS CONTRIBUTING TD DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART i(a) [19. i SE) 
eo, 23e = 
ESRIS UIs yes] no FY 
#5 esz i= | 20a, ACCIDENT WAS UNDERLYING 0b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury mm Part | or Pert 11 of Rem 18.) 
BS SE2 |B! CF erlven noriry weoica. Bawinea) 
=e a o y 
a £88 & | 2e. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED | 208. PLACE OF INIURY (Home, farm, Or town) (County) (State) 
ai~Se 5 Howe am. White — Not Walle factory, street, office bidg., etc.) 
SEz2s8 2 = a 19 at wort] at work [1] 
S3 ~ze 21. | certify that (1) (this hospital attended the deceased from. 19 to 1966, that (I) (we) last 
Zeaz= 
se2 saw the deceased alive o 1906 _, and that death occurred atA.,_M, from the causes and on the date stated above. 
Esse Ta. § E 22h. DATE SIGNED 
i ies : LOG TENDING MED. sy ; 
@ Sas | &. wo. Fave’ fe) Binecron [1] pitts. iors 
F285 | Bae. PHYSICIAN'S P 22d. ADDRESS & : 
5-832 { “or Martin E, Strobel, M.D» | h8 Main St. Reisterstown, Md. 
2 ees 23a. BURIAL, CREMATION,| 23>. DATE THEREOF 23c. MAME OF CEMETERY Of CREMATORY 23d. LOCATION (City, town or county) (State) 
et GUS REMOVAL (Specify) 
ee Burial 3/31/66 Woodlawn Cemetery Woodlawn Md. 
nl FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE = 
Ve AIS (4) ty J. F. Eline & Sons Reisterstown, Md. | bat 
20M 1/65 \_ AD 20 “ee 
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The law requires that the death certificate be executed within 24 hours after death. 
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fter death, 


pers. Pages 1 and 2 


iy 
ithin 72 hours a 


lig § ely filled in by the funeral 


I, and in a 


it. Then please re 


, cremation, or removal 


4 
o 
a. 
4 
o 
= 
Ss 
a, 


director, page 3 should be detached for use as the bur! 
should be filed with the State Dept. of Health prior to buri 


VR AIS (4) 


20M 


1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 


eae OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
*] 


CERTIFICATE OF DEATH Vibe] 
1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a aes a. STATE b. COUNTY 
arroll MARYLAND Maryland Carroll 
b. CITY OR TOWN (if outside corporate limits, . LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate iimits, write RURAL and give nearest town) 
write RURAL and give nearest town) , 
Rural, Taneytown, Md, 58 Years Rural, Taneytown, Md fo 
a. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, dd, STREE ar 6. IS RESIDENCE 
ee iS (if not In hospital, give street address) STREET ADDRESS Mailing Address ON A FARM? 
Mailing Address, Littlestown, Pa, R.D.1 || _Littlestown, Pa, R. D, 1 ves] nol 
ae RRMES cr First Middle Last 4. DATE Month Day Year 
(Type or print) Charles Bdgar Shoemaker DEATH Mareh 8 19 66 
5. SEX 6. GOLOR OR RACE | 7. MARRIED TR N ARRIED 8. DATE OF BIRTH ©. AGE (In years | IF UNDER 1 YEAR]IF UNDER 24HRS. 
; [A NEVER wi oO fast birthday) Martie] oye | Hours ais 
Male White WIDOWED [_] oivorceo[]|March 2, 1887 79 yrs. 


Farming 


10a, USUAL OCCUPATION (Give kind of work done 
during most of working life, even if retired) 


TL. BIRTHPLACE (County & State, or foreign country) 
Adams County, Penna, 


10b. KIND OF BUSINESS OR 
__ INDUSTRY 
His own farms 


12. CITIZEN OF WHAT 
COUNTRY? 
UoSoAco 


13. FATHER’S NAME 


14. MOTHER’S MAIDEN NAME 


John W. Shoemaker Margaret Study 


15, WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) hia ata 


16. SOCIAL SECURITY NO. 
176-26-1664 


17. INFORMANT Address 
Mrs. Euro Shoemaker, 


! 
Conditions, If any, which 
gave rise to Immediate 
cause (a), stating the 
underlying cause last, 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] 
PART I, DEATH WAS CAUSED BY: 


INTERVAL BETWEEN 

: ONSET A ap H 

; IMMEDIATE GAUSE (a) Lmmye. ite 
4 ro] DUE To 


) “1, SoS ee Cor. — Dis 2SyKs 


mae. erlosclersTr& CY Pb Boos 


PERFORMED? 


yes [] No) 


PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL Vt CONDITIONG he IN PART fos WAS AUTOPSY 


L03 \ W.Ood OEs Te —_Com esV7 ve Heol fe. er hey 


20b. DESCRIBE HOW INJURY OCCURR' Ceier nature of Injury In Part J or Part Il of Item 18.) 


z 
a 

= 

s 

2 

i | 20a 

& | OR CONTRIBUTING [) CAUSE OF DI 

3S | CF EITHER, NOTIFY MEDICAL EXAMINER) 
= |20c. TIME OF INJURY Month, Day, Year 
a Hour a.m. 

= p.m. 


21. | certify that (I) (this 
saw the deceased alive on 


ee os the deceased from. 
3 19 06, and that death occurred a! 


20d. INJURY OCCURRED 


While Not While 
at_work at work 


20e. PLACE OF INJURY Ponertam: 


20f. (Clty or town) (County) (State) 
factory, street, office bldg., etc.) 


19 


that (I) (we) last 
M, from the causes a on Bee date seed above. 


22a. SIGNATURE 


"3 che 
ATTENDING STAFF 
M.D. (a tinector | 0 Pays. 1 


ot 
22c. PHYSICIAN'S 


| NAME ee 
Ambler Thompson __.__| 


| pe ADDRESS. 


|Taneytown, Md. 21787 


REMOVAL (Specify) 


23a. BURIAL, ect | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Clty, town or county) (State) 
3/11, 6 Mt. Carmel Cemetery Littlestown 


Burial 
4 INERAL, IRECTOR, 


ADDRESS 
Littlestown, Pa, 


25a. REC’D BY REGISTRAR} 25b. ee "Ss BIS Sota: 
oMAR 11 196 ao or ‘ 


— 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 
Oo 


>= 


ind completely filled in by the funeral 
jove carbon papers. Pages 1 and 2 


~ 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been sii 
director, page 3 should be detached for use as the bur 


should be filed with the State Dept. of Health prior to buri 


MARYLAND STATE DEPARTMENT OF HEALTH 
Peg OF STATISTJCAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, aie eT 
A 


CERTIFICATE OF DEATH YdG22 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before Sn 
a. COUNTY a. St COUNTY 
Carroll MARYLAND ryland ‘Baltimore Cos 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN ib || c. CITY OR TOWN (If outslde corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) ; 
Sykesville lyrs.5mos.22dys. Unknown —2 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) |) d. STREET ADDRESS 6. ara 
Springfield State Hospital Unknown ves] nobel 
3. er eetD First Middle Last 4, gare Month Day Year 
(ype or print) AGNES MARIE SHRIVER DEATH MARCH 7 19 66 
5. SEX 6. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED %. DATE OF BIRTH 9. AGE (In years [JF UNDER 1 YEAR|IF UNDER 24 HRS. 
O O last 304) Months] Days | Hours | Min. 
Female White WIDOWED [~] pivorcen K]| 3-25-1897 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. hal oe BUSINESS OR TL. BIRTHPLACE (County & State, or foreign aa) 12. CITIZEN OF WHAT 
during most of working life, even If retired) IDUSTR' COUNTRY? 
Housework - maid Maryland U.S.A. 
13, FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
William Hubbard Minna lee Casino 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 
(Yes, no, of unkown) os war or dates of service) 
No Unks Records, Springfield State Hospital 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (¢).] EE Bae 
PART 1. DEATH Was pause erg Arteriosclerotic heart disease Years 
4 
LOO DUE TO 
Genditions, If any, which (by 


gave rise to Immediate aed 
cause (a), stating the 
underlying cause last. (yPneumonitis Days 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a) id pas ‘AUTOPSY — 


Mental deficiency, severity not specified Lup yale 


yes [] No PX} 
20a. ACCIDENT WAS UNDERLYING Fe 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part Il of Item 18.) 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e, PLACE OF INJURY (Home, farm,| 207, (city or town) (County) State) 
Hour a.m, While Not While factory, street, office bidg., etc.) 
p.m, 19 at work] at work 
21. | certify that (1) (this hongt op attended the deceased from_9=15—b)y ‘Boo renee , 19___, that (I) (we) last 
saw the deceased alive on 19____, and that death occurred a ‘om the causes and on the date stated above. 
2aa. Doe A Ly, bi  t | 22b. DATE SIGNED 
Clu Nuk HE, mo. PHS NS] Bintotor CJ pave, (| 3-7-66 
Pearce 22d. ADDRESSSpringfield State Hom ital 
| Moises Sucholeiki, M. D. | aces 
23a, BURIAL TION, 5 DATE THEREOF 23c. NAMI Pad. LOCATION (City, town or _sgunty) Giate) 
(Spec; 
~ lobe BUT [MORE ™ Ly 


(shied Ua 
et ae DIRECTOR . REC'D BY "196 25b. au yn 'S SIGNATURE 
lay ee 
h hiayl, \ 
SA4 A oar MAR Bi a Ke Bg a pad 
= ——— 


é 


TO HOSPITAL OR ATTENOING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


cian. 


Page 4 may be retained by the hospital or attending ph’ 


™ re v “5 eee SS = = 

MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 361 W. PRESTON STREET, BALTIMORE 1, M. Bi " 

03628 CERTIFICATE OF DEATH “3 


1. PLACE DF DEAT, 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
ee ee ; 8. STATE b. COUNTY Co 
MARYLAND Vi vw we ‘B Aa 


“ bt Lg 
b. CITY OR TOWN (if outside corporate limits, 


at c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (IPoutside corporate limits, write RURAL and give nearest town) 
rife RURAL and give n town) a ¥ . wv 
2 4 Ov Le ae pc - o6 


bd carbon papers. Pages 1 and 2 
vent, within 72 hours after death. 


ompletely filled in by the funeral 


“fi. NAME OF HOSPITAL OR sid (if not In hospital, eive street address) || d. STREET ADDRE ; 0. 15 RESIDENCE 
} al ys J 
Ly Adee” Vine - aller ment 
| A Es ae he (F: pr fd | tte SP _| vst nol” 
| 3. NAME D First Middie Cast 4. DATE Month Day Year 
DECEASED Lf th. DE 
(Type or print) LE VMN. Pe ? , ICE SA11 Th DEATH March az3 1964 
5, SEX 6. COLOR OR RACE | 7, MARRIED 8. DATE OF BIRTH 9. AGE (In years | FUNDER 1 YEAR IF UNDER 24 HRS. 
: le jl 7. MARRI EVER MARRIED [_] j W pal last pirhaey ents | Daye Days’ | Hours |) Mint | Min, 
aah. t wiboweD [7] pivorceD] } -/ Come & i x > ys. 


ba a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
3 a2 luring most ef working lifg, even If retired): INDUSTRY H « & ed, C ee A 
Bas dig den ~ [porters Arcerich : ae 
Bog 13. FATHER'S NAME . 14. MOTHER’S MAIDEN NAME . 

oo 4 ie 
nae epee. A ha tiene eee. BO. 
eas 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT 
Ze S (Yes, no, or unkawn) | (If yes give war or dates of service) 5) 4 Ww 
“35 Bag | Se Capra se 
cee ce 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).} a pak a i 
#25 PART |. DEATH WAS GAUSED BY: = Jy | Bem 5 
Sees IMMEDIATE CAUSE (a). G = = 
eae natal Oe Coto cds Lira /2 5 

S Cenditions, If any, which 0) { Ath gt-aey oa 

5s°s gave rise to Immediate 
22t cause (a), stating the DUE TO 4 CR A ee 
avd underlying cause last, {c) aes 
2 ae S PART II. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUTMOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) |19. Bia aed 
255 & ge i 
S52 Ol é at. ai ae ves [] No 
se = | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury ig Part | or Part II of Item 18.) 
tus & | OR CONTRIBUTING [1] CAUSE OF DEATH 
See © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

So 
B23 z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
ee a Hour a.m. While Not While factory, street, office bidg., etc.) 
2338 = p.m. 19 at work at work 
222 21. | certify thatffi)) (this hospital) attended the deceased from__-Ja@er /C 19664, tr. AfA 23 , 1%.4_, that((Awe} last 

s F 7 

Ses saw the deceased Alive it ee ai 19(-G: , and that death vccurred at_f___M, from the causes and on the date stated above. 
eS 
mien = 22a. sala ] 4 preg. | 22b._ DAT! IGNED 
= n ATTENDING ED. STAFF 
os 28 / | M.D. PHYS. [2 “pirector () pays. {) IL AS CL 
2e5 22c. PHYSICIAN’S 22d. ADPRESS 
=< o 
28 NAME (Type) [// H — i f | it 4 fF te 
+e 0 ea W. Fo Ari M2 LA AACCY es FORM 
22s 23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (State) 
ova OVAL (Specity) Li : C) 
jfk SLCE Redtra CZ Lt ete 


“24. FUNERAL DIRECTOR ADDRESS |i EC’D BY REGISTRAR| 25b. REGISTRAR'S SIG! 


2 Hiiprrody, Leela Zk MR 28 1966 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, meh 4 


—- 


2 03834 CERTIFICATE OF DEATH 
~ ov mii, aS = _ 
2 f£fo 1. at Ny DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: “Co. before admlésion) 
ais te CAR: hele oe. ee) Pope 
2 202 MARYLAND ary fort eee 
= =) os b. CITY OR TOWN (if outside cor; porate limits, ¢, LENGTH OF STAY IN 1D || c. CITY OR rN (If outside corporate limits, write RURAL C om nearest town) 
Boe wes ae and give nearest town) ae 
: 58 kesvilte. Sythe FP rtons! Crcnteveatetee afz 
£ 3 ga d. mie OF HOSPITAL OR INSTITUTION (if not In hospital, give street ves tress) d. STREET AODRESS 4 6. ereanaer 
g = 2 2 7 So 
re BR / Ser ivghre Od ofarfe Ho: 57. Syhesvitte, Hd €05 Pretuiwnay ve. ves] oD 
ee 3s sé 3. NAME OF First Middle «Last 4, DATE Month Oay Year 
= so” DECEASED eo — ) ? OF jo 
te ase (Type or print) EARL FORY SPICHE R | DEATH Horch /§ we if 
S 
a See 5. SEX 6. COLOR OR RACE oe DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR|IF UNDER 24 HRS. 
Re ae A . /, + i “Le 7, MARRIED [XX] NEVER MARRIED [_] Ly2 [98 last birthday) er | ays | Hours | Min, | Min, 
2 555 WIDOWED ["] DIVORCED [_] 5 ae Ze yrs. 
a 10a. USUAL Coc URATON (Give kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, ‘ign country) | 12, CITIZEN OF WHAT 
soo during most of oe life, even If retired) INOUSTRY be ox ve COUNTRY? 
ge On 2 ATER. feunsy VOR EO, ve m4 
ae 7 13. FATHER’ i 14. Sule MAIDEN NAME 
e @cs Dy 
pee Wi fe Low Qian” Wea syaet 
a 5 
25 ra 15. ple tia i NU.S. BRO ECORCESL 16, SOCIALSECURITY a ees 
Ze Ss (Yes, no, of unkown) ive war or dates 
a Wes. = 
oss G25 \ 
En8 18. GAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] Dele 
ze PART |. DEATH WAS CAUSED BY: et 
SPs IMMEDIATE CAUSE (a), ) reumeni aw aye 
D 24 ry 7 


BS ha If any, which a, Ay ter'o- vcleaiaes Vast ot fease years 


gave rise to Immediate BETO * 

cause (a), stating the ) F Y) oe 

underlying cause last. General red A fed toe SiG fe OSS. pea 
IN’ 


{c). 


‘al or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certi 


REMOVAL (Specify) 


Burial March 21,1946 BloomingRo Priend 
2, FUNERAL BIAVOTOR ADDRESS SS ee neigh ana Ra ORGATIRE : 


James F. Scarpelli, Cumberland ,Md. a 22 


@55 
as 
Sis s 
ole 
282 
5 
mee z = 
ae & | PARTI. OTHER SIGN|FICANT CONDITIONS CO IBUTINGTODEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1) 19. WAS AUTOPSY 
23s Re 2 
gos 8 Cla tr bse Syndrome ot senrte beh Of feasre yes) no f} 
ac F 20a, ACCIDENT Was UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
te es © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2058 
2£ 288 z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED Roa FO oe pea cme farm, 20f. (City or town) (County) (State) 
ae) 8 Hour a.m. While — Not While tS fel ea ah a 
>Bes cay C 
Beas = p.m. 19 at work at work - r 
Boze 21. | certlfy that (l) (this hospital) attended the deceased from Z 196%, tof 19 that (1) (we) last 
Bags 
geec saw the deceased alive on_—*-/ 2 __19. 6 and that death occurred at.§”_2M, from the causes and on the date stated above, 
£scF 22a. SIGNATURE A 73 DATE SIGNED 
$2 eo | Jan, ATTENDING MED. STAFF JF. 
oes os ns Oz" mo. pHs.“ ({]_pirector []_PHys. sete bo it 
e285 26. FAYSICIANS SF Ee ADDRESS d) sy. ‘ioe Wi, $ Wa 
See ale en SUA | OZ Caw | Spainghrebd Ste e Hoy. Ae 4 
2 Zoe 
gze3 23a. BURIAL, CREMATION, 23D. DATE THEREOF | 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) State) 
iid 
2 


VR AIS (4) Oh 


20M 1/65 


— 


hin 24 hours after 
led in by the funeral 


a 


execute 
and complete! 


2 


bon papers. Pages 1 and 2 should 


d by the attending ph 
it permit, Then please 


ion, or removal, and 


The law requires that the death certificate be. 
ial-trans' 


ital or attending physician. 


After this certificate has been signe: 


ATTENDING PHYSICIAN: 
y be retained by the hospi 


R 
be filed with the State Dept. of Health prior to burial, cremat 


director, page 3 should be detached for use as the bur! 


death. Page’ 


* 
TO FUNERAL DIRECTOR: 


TO HOSPITA: 


VR AIS (4) 
15M 7/61 


MARYLAND STA RTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03835 CERTIFICATE OF DEATH 03625 


1, PLACE OF DEATH 2. eke (eS (Whare decaesed livad, If Institution: Resi 
e. a a. SY b. CQUNTY 
MARYLAND 


bafore admission) 


b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN tb ¢. CITY OR TOWN (if ouiside corporala limits, write RURAL and give nearest town) 
write RURAL and give nearest town) Picnidrajo/ ; 
VON an 9... a ol ee ee 
d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, giva street addres}) d. STREBT ADDRESS: t ‘i on BRAN 
Jan ‘sl <4 lended. Yes O No [i 


dk. 


as or = . }) Lu Larich! g 19 ol 
5. SEX 6 COLOR OR RACE|7, arniep [—] NEVER MARRIED [] | © Jk OF DRA 1 BG 69 9 Fe ia ee Lys Tr UNDE 24 HE 
ntl jays jours 
Ms 6,19 1 


rate WW wiooweD [Ef vivorceD [] 76 yes. 
12. CITIZEN OF WHAT COUNTRY? 


pe gent ia “> kind a! work 10b, KIND OF BUSINESS OR TROUSTRY | WW. BI aaAEE (County & w ‘or foraign country) 
ne ing most of working life, even if retired) USA 


ann 


/13. FATHER'S NAME oo r | 11 MOTHER'S MAIDEN NAME ya 
Corl Atty as ee Fe wleeIC S 
15. WAS DECEASED EVER IN U.Sf ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. i FORMANT Addras Deb hid oad 


(Yas, no, or unkown) Seer ie 
Eon "am tone ae Vp Fo ma 
mort 1) 0 “INTERVAL TAT rz 


18. CAUSE OF DEATH [Enter only ona cause eh for (a), {b), & and ( {c).1 1 


PART I. DEATH WAS CAUSED BY: * ONSET AND DEATH 
IMMEDIATE CAUSE [a)__ SCRA ye a 


Se tie Ge DUE TO € Ss 
Conditions, if any, which (b) —— 
gave rise to immadiate couse 7 [ } 
(e), stating the undarlying OUE TO 
cause last. i: (e) 


“TO DEATH BUT NOT RELATED TO THE TERM ONDITION GIVEN IN PART Ie) 


z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRI /19. WAS AUTOPSY 

2 PERFORMED? 
Ni 

S E a _ np . = ee? i YES a) [) 

© ]20a. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Part | or Pert Il of item 18.) 

& ] Op CONTRIBUTING [] CAUSE OF DEATH 

B | (F EITHER, NOTIFY MEDICAL EXAMINER) 

2 ss r a f 

& | 2oc. TIME OF INJURY — Month, Day, Year JURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 

a ae Gr vast Not Whila factory, sireal, office bldg., ate.) | 

= Pam. 19 at work 


, AL 0. LA Oe -., 1%, that (TY (we) last 
fared cea il the causes and on the date a above. 
3 oar 


ATTENDING. STAFF fe 
mp. | PHYS. DIRECTOR PHYS. Ta me 


cet Med ie oe ae 


21. 1 certify that, 
saw the deceased 


228. SIGNATURE i 
\d. l 


22c. PHYSICIAN'S 


NAME (Type) 
e 


25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


en Mae 


rr CREMATION, | 23b. DATE. TH REOF “1 23: ME OF CEMETERY OR CREMATORY Cod (ci — county) = (Stata), 
OVAL (6pefify) Va ( iy CH 
Bock of! SEE elnpactin f— hes 
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move carbon papers. Pages 1 and 


and am 


lease 


cremation, or removal, 


ed by the attending physician and completely filled in by the funeral 
ransit permit. Then 


director, page 3 should be detached for use as the bur 
should be filed with the State Dept. of Health prior to burial 


TO FUNERAL DIRECTOR: After this certificate has been si 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, wey) 


me CERTIFICATE OF DEATH S625 


PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a. COUNTY a. STATE b, COUNTY 
Carroll MARYLANO Maryland Carroll 


b. CITY DR TOWN (if outside corporate limits, c, LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


ural--Sykesville am. 19days Westminster re / 
@. NAME OF HOSPITAL Of INSTITUTION (if not in hospital, give street oie, @. STREET ADDRESS 6. Ts RESIDENCE 


springfield State Hospital Route #4 ves(]_nofel 


3. NAME DF First Middle Last 4. DATE Month Day Year 
DECEASED tf 
DEATH 19 


(lype or print) Louise Watson Swann 


5. SEX 6. COLOR OR RACE | 7, maRRIED [] NEVER MARRIED[]| ® OATE OF BIRTH 3 AGE (ih years rae z = i 
mn ja le 
enale white wideweD [7] DIVORCED [3g 9/26/86 yrs. | | 


10a. USUAL OCCUPATIDN (Give kind of work done| 10b. KIND OF BUSINESS OR IL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


during most of working life, even If retired) 
Maryland of Ye 


cook 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


Samuel Thomas Colison Sarah Spence 


15. WAS DECEASED EVER INU.S. ARMEDFDRCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 
(Yes, no, of unkown) | (Ifyes give war or dates of service) 


no 218-22-3372 Springfield Hospital records-Sykesville 


18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Cardi fail GRGEL BNO En ig 
5 IMMEDIATE cause @)__Cardiac failure days 
pall DUE TO : 

Cenditions, If any, which m__Renal failure years 

gave rise to Immediate 

cause (a), stating the OUE TO 

underlying cause last. (c) 

pe . OTHERS coor IS CONTRIBUTING JO DEATH BUT, OR eae ree RAL sess COTE TMT NINPARTI(@) 18. WAS AUTOPSY 

ronic brain sy Tone With cere arteriosclerosis wit PER ee 
neurotic weusiios. ves] 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f, (City or town) (County) (State) 
Hour a.m. While Not wile factory, street, office bldg., etc.) 
p-m. at work at work 
21. I certify that # (this hospita!) attended the tm fro toy sgeeol— 19.66 , that (& (we) last 


saw the deceased alive on. 1966, and that death occurred WLLdb 1 the causes and on the date stated above. 
22a. SIGNATURE 
b : TAFF re 
: Pare: mo, PHYS’) Dinecror C) Bus, 
226. PHYSICIAN'S Ne ADRESS” Springfield State Hospital 


MEDICAL ae 


Lo eee Edmee J. Reeves, M.D. 
23a. BURIAL, CREMATION, |Z. 23b, DATE "64 23c. NAME. OF CEMETERY OR CREMATORY | 23d. LOCATION Gly, town or county) SY 
As —> ? 14, 4] 


EMOVAL (Soecify) 7, 
hese parler DIRECTOR 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE bs ep te 


03637 CERTIFICATE OF DEATH 


1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
een Y a. sare b. pith rg 


> 


Ve - 
MARYLAND aA 


b. CITY DR TOWN (if outside cor; rome limits, c, LENGTH OF STAY IN 1b ||c. CITY DR TDWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and glve nearest town) 7 


Wn Oriehialiw prod 7A Or rw pre — ee 
d. NAME OF HOSPITAL OR INSTITUTION (if not In papa ave. str street address) || -d. STREET ADDRESS @. 1S RESIDENCE 
: Ces, ON A FARM? 
ne vesET nol] 
oD Middis Last 4. DATE Month Day Year 
DECEASED - DF i 
(Type or print) Ss R le wh ard “T Rac ey DEATH \ya eek 26 1946 
5. SEX 6 COLOR DR RACE | 7, je NEVER MARRIED B. DATE OF BIRTH” /3° Hy |S. AGE (In years | IF UNDER 1 YEAR|IF UNDER 26HRS. 
Vasilis , i O i‘, :. 7 / last birthday) {Months | Days | Hours | Min. 
winoweD 7} _ivorceo 7} | 20, GR | OS Sys. 


1Da. USUAL OCCUPATION is kind of work done | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
ae: of working life, even If retired) INDUSTRY OUNTRY: 


AR | #o. yd KebliCo.| Ys ¢ 


13, FATHER’S NAME A. HER’S MAIDEN NAME 


Ss Cann | {Arte GL i 
15. WAS DECEASED EVER IN U.S. Al Bi he a SOCIALBECURITY NO. | 17. INFORMANT Address ‘a 
(Yes, no, or unkown) | (If yes give war’or dates of service) 

\ve ae. Er, hdr) wee pnd ( ee 


18. CAUSE OF DEATH [Entcr only one cause pen ii INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ee hey gid iD acl 
4 IMMEDIATE CAUSE (2) 
z. / 
Cenditions, If any, which : ew aresbr Hees 


in any event, within 72 hours after deft 


lease remove carbon papers. Pages 1 an; 


cremation, or rei aly 


ransit permit. Th 


ed by the attending physician and completely filled in by the funeral 


gave rise to immediate 
cause (a), stating the 
underlying cause last. {c) 
PART II. OTHERSIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) [19. WAS. AUTOPSY 

yes} no 5S 


__——_——$£. 
‘2Da. Ero WAS Sees 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part !! of Item 18.) 
DR CDNTRIBUTI WE eee 
(IF EITHER, NDTIFY MEDICAL EXAMINER) _ - — "7 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY ae PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 


of Health prior to burial, 


Hour am. While — Not While factory, street, office bidg., etc.) 
at work tat work 


ertify that (I) (this hospital) attended the decease | ©, that (I) (we) last 
WA the| deceased alive vy HO OPE ae and that death occurred at ZAM, from the causes and pa n thes date stated above. 
A ? 22b. DATE SIGNED 


Pave "SDR Binéctor (BAYS. o| Yor 646 
stZad Lavy pers av. 


BURIAL, CREMATION, DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or at (State) 


WAL (S} clfy) : 2 
BES Sis "3/29/66 Mt. Zion Cemetery Baltimore Co. 
24. FUNERAL DIRECTOR ADDRESS 25a. REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
hal 


AR 31 196 


MEOICAL CERTIFICATION 


director, page 3 should be detached for use as the bur 


TO FUNERAL DIRECTOR: After this certificate has been sii 


should be filed with the State Dept. 


165 


—_ 


‘al or attending physician. 
After this certificate has been signed by the attending phy: 


Page 4 may be retained by the hos| 


TO FUNERAL DIRECTOR: 
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completely filled in by the funeral 


a 


rembve carbon papers. Pages 1 and 


ian 


iGian a 


transit permit. Then pfea 
, cremation, or removal, 


lif 


State Dept. of Health prior to bur 


director, 
should be filed with the 


VR AIS (4) 


20M 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, BT BT 


03638 CERTIFICATE OF DEATH 13628 


al; 


a. STATE b. COUNTY 


Carrell MARYLAND Maryland Monteomery 
B. CITY OR TOWN (if outside corporate limits, ] 6. LENGTH OF STAY IN ID |)-c- CITY OR TOWN (If oltslde corporate limits, write RURAL anit give nedfest town) 
write RURAL and give nearest town) 


i oer est ~ 2, USUAL RESIDENCE ‘(Where ¢ ceceased | lived, If institution: Residence before re 


Sykesville 30_ years Silver Spring Route #1 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDR 


_ Springfield State Hospital none ves] nok) 


@. 1S RESIDENCE 
ON A FARM? 


DECEASED 


NAME DF First Middle Last 4 Hag Month Day Year 
(Type or print) 


event, within 72 hours after de. 


Jiia Estella Trower bea 19 19 
. SEX 6. COLOR OR RACE | 7, MARRIED [_] NEVER MARRIED [2q | 8 DATE OF BIRTH 9. AGE (In years | IFUNDER 1 YEAR |IF UNDER 24 HRS, 


last birthday) [Months] Days | Hours ] Min. 


wipoweD [] pivorceD[} | 16-20— 62 yrs. 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even if retired) INDUSTRY COUNTRY? 


|__Hensework OMEST 1 i a 
Ta. FATHER'S NAME DOMEST (ea V: 


14. MOTHER'S MAIDEN NAME 


1 


5. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORM! Address 


(Yes, no, or unkown) |(Ifyes give war of dates of service) 


No. None. 


MEOICAL CERTIFICATION 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c). INTERVAL BETWEEN 
ly Pp (a), (b), and (c).1 ONSET AND DEATH 


PART I. DEATH WAS CAUSED SY: 
IMMEDIATE CAUSE (9 Terminal pneumonia _1 week 
} f DUE TO 


Genditions, if any, which o)_Infarctive myocardial, fibrosis 227 


gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. ()_Coronary and general arteriosclerosis 


PART I. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) 19. WAS. AuTors¥ 


with Deterioration, Obesi yes [3] No [] 


20a. ae aBEESRS, INDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part II of Item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(iF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) State) 
Hour am. While Not While factory, street, office bidg., etc.) 
p.m. 19 at work at work 
21, I certlfy that (I) (this hospital) attended the deceased from_7=l1 = , 1935_, to_3-19— j——, that (I) (we) last 
Sie the deceased alive on__3=19- _19 66, and that death occurred ah SA Mm, from the causes ais on niet date stated above. 
“SIGNAURE 22. DATE SIGNED 
ATTENDIN' TAFF 
i Ae et f BOING T]_Binector PAYS. 3-19~66 _ 
22¢. PHYSICIAN'S 22d. ADDRESS 
ya NAME (TyPe) Antonius Glahn |Soring ield State Hosp. Sykesville Md. _ 


i BURIAL, CREMATION,| 23p. DATE THE EREOF 231 (AM Ud a CREMATORY 5 3d. Dray 5s tae town or ry a Tee = 
REMOVAL (Specify) // 
va at 14 a ee 
Dt 


24.) nib of) DR Tr 25a. REC’D BY REGISTRAI ar GISTRAR’S el. ; 
ht Slows otdork, wk Une 2 2 me aon re, 


MARYLAND STATE DEPARTMENT OF HEALTH 
ISIQN.OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
dae MAHAN 


CERTIFICATE OF DEATH 


—.* 


(M) 


RN 
£ 
ees 1 aes ail 2. eek RESIDENCE (Where deceased lived, If institution: Residence before admission) 
= 4 iE. b. COU 
Fier Carroll MARYLAND * Waryland Baltimore Cit; ty 
[oe b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR i, (if outside corporate limits, write RURAL and give nearest town) 
Bee write RURAL and give nearest town) UU LL 6 
© 3 Sykesville oes Baltimore 
é 3 Sa d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 6 is feeipsce 
4) id 
eRe | Springfield State Hospital 426 West Mosher Street_ YES a No bel 
Sse 3. NAME DF First Middle Last 4. DATE Month Day Year 
eam DECEASED OF f 
ase ype oF Print) GERTRUDE (NNN) WALLACE DEATH s 2 19 
= 5. SEX 6. COLOR OR RACE | 7, MARRIED [_] NEVER MARRIED [~]| 8 DATE OF BIRTH 9. ACE (in years |IF UNDER 1 YEAR|IF UNDER 24 HRS. 
i last birthday) Months | Days | Hours | Min. 
| _Fer WIDOWED [5 DIVORCED ["] h-17-93 yrs. | 
rs 10a. US Tere CUPID (Cive kind of workdone| 10b. KIND OF [uel 9 OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
225 during most of working life, even If retired) INDUSTR COUNTRY? 
225 None_ Maryland, ______|—_U.S.a.___ 
S 13. FATHER'S NAME | 14, MOTHER'S MAIDEN NAME 
S 
= Unknown 
= 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIAL SECURITYNO. | 17. INFORMANT Address 
Ss (Yes, no, or unkown) | (If yes give war or dates of service) 
¢ No None Records, Springfield State Hospital 
3 18. CAUSE DF DEATH {Enter only one cause per line for (a), (b), and (c).J P pte 
PART |. DEATH WAS CAUSED BY: fy < : 4 4 
& EPC arherviovelercbhre Cl ~ diveas ears 
z 4 DUE TO 
a Cenditions, If any, which ) 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last, © 


& | PART 1 OTHER SIGNIFICANT CONDITIONS CONTR IDUTINC TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITIONGIVENINPART 1(@) _|19. WAS AUTOPSY ” 
4 ¢ 
8 yes [] No Fy 
iz 
i | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 28.) 
& | OR CONTRIBUTING [7 CAUSE OF DEATH 
© | (If EITHER, NOTIFY MEDICAL EXAMINER) 
2 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
s 
2 Hour a.m. factory, street, officebldg., etc.) 
3 - While -— Not While 
= p.m. 19 at work at work 
21. t certlfy that (I) (this ) attended the deceased from. 19. to 5, 29, that (I) (we) last 
saw the deceased alive on 19 &te and that death occurred ai , from the causes and on the date stated above, 


} 22a. a> ‘ 22b. DATE SIGNED 
Wide, wo. AE" Moe) AE pal 3/72 / EO 
bg PaYEIOIANS” > WOE St ‘Sa é ho] EIK1 She ADDRESS price omen State Hospital 


~ ryland—2178) 
23a. BURIAL, BP deal 23b. DATE THEREOF 


23c. NAME ‘OF CEMETERY OR a alta “LOCATION City, ‘town or pat _ tate), 
REMOVAL (Specify) 
able he L,Like of Lukin lntine Leigh gh) Vuh. 
yp oa ns i Al Ad } 25a. 7A ¥ RECIZTRAR | 256. REGISTRARS SIGNATUR 
Pe é 
xpseph 4 Kus nae AY Aler 4 he DATE MAD . (icin bape 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


director, page 3 should be detached for use as the burial-transit permit. Then 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phy: 
should be filed with the State Dept. of Health prior to 


VR AIS (4) 
20M 1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03660 CERTIFICATE OF DEATH 08630) 


comh 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c) 


PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO\ Bin 


19. WAS AUTOPSY 
PERFORMED? 


ves] No [7] 


= 
3 sz 1, PLACE DF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
eee a. COUNTY CARROLL Co a, STATE b. COUNTY vw 
gs ae : MARYLAND Av CoB 
5 = gs b. pi aes OR IRAN and (lf Syts eae, limits, c. LENGTH OF STAY IN 1b OR TOWN (if outside eérporate limits, write RURAL and give nearest town) 
e B28 139i r 2% Ss, 5. 79. 
Bees |S: ed 2.1 29@S -S0SN [BALT) MORE CiTf¢ 3 
2 sf. 4,.N Ue a INSTITUTION (if not In hospital, glve street address) || d. STREET bike 8, Ey wespnee 
28h 9, a 
R Bee | GolpkLwW AGE GUEST ACFE BYYAbE HESIWYUT IVE. ver] nie 
= SS= 3. NAME OF Middle Last 4, DATE Month Day ‘Year 
‘= ae 
= Bh (Type or print) SARAH "(SALLIE) =, WANTZ. damn — SYA RCH 73 1966 
B Soe 5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9. AGE (In. years | IFUNDER 1 YEAR |IFUNDER 24HRS. 
£ Sg8 7. MARRIED [_} NEVER MARRIED [_] Tet bf a Sete bese | Hours] Min 
c=3 mnths ays le 
8 Eee HWHATE | _wivowen Be _ divorce] Wo J) GZ wn | 
= ers 1Da. USUAL OCCUPATION (Give kind of workdone| 1Db. KIND OF BUSINESS OR . BIRTHPLACI aunty ‘& State, or foreign a 2; a OF WHAT 
& 83s duripg most of working Ilfe, eyen If retired) INDUSTRY be Ld ™ oy + G 
se J 2, (ars) a a 4 
3 5 PD 
Ss 14. MOTHER'S MAIDEN NAME > 
= rs = 
eZee LA PILDEE : 
a 15. WAS DECEASED EVER INU.S.ARMED FORCES? | 16. SOCIALSECURITYNO. ) 17. INFORMANT 
= 22 Ss (Yes, no, or unkown) | (If yes give war or dates of service) 
3 a 3 — ———— 
0 Weeeay 18, CAUSE DF DEATH [Enter only one cause per line for (: 
Se, ee PART |. DEATH WAS CAUSED BY: 
sss : IMMEDIATE CAUSE (a) 
= es 
$3 Ba tf / DUE TO 
825 Conditions, If any, which 
& (b). 
3 
Le 
& 
2 
2 
= 


20a. ACCIDENT WAS UNDERLYING 
OR CONTRIBUTING [] CAUSE OF D! 
(IF EITHER, NOTI EDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 


206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I! of Item 18.) 


20d. INJURY OCCURRED | 208. PLACE OF INJURY (ome am 
White Not while factory, street, office bidg., etc. 
at work] _at work L] 


20f. (Clty or town) (County) (State) 


MEDICAL CERTIFICATION 


After this certificate has been 


, from the causes and on the date stated above. 


igs DATE SIGNED 
STAFF 
puys. [Ct 

A 


23d. LOCATION (Clty, town or county) (State) 


led with the State Dept. of Health prior to burial, cremation, 
> 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


ATTENDING MED, 
M.D,__PHYS. DIRECTOR 


7 IV he ADI 
23a. BURIAL, CREMATION,| 23b. DATE A "A 23c. NAME OF CAN] OR CREMATORY 


REMOVAL TSppelty) | 38S tS [bb FREASAWT VALLEY 


ise rE Lae 2 Aa Utes 


Page 4 may be retained by the hospital or attending physician. 


10 FUNERAL DIRECTOR: 
director, page 3 should be detached for use as the bi 


should be fi 


VR A15 (4) Lf 
15M 4-64 # 


! 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
4 M DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
; O384% CERTIFICATE OF DEATH d63 
& be 1, PLACE OF OEATR 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
se a. COUNTY a, STATE b. COUNTY 
ae Carroll MARYLAND Maryland Carroll 
28 b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
OL write RURAL and give nearest town) F 
is Westminster i day Westminster RD 1 ) 
on d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS @. IS RESIDENCE 
é an ON A FARM? 
&s ¢OlCarroll County General Hospital ves] noid 
= 3. NAME OF i 
BE DERE ED First Middle Last 4. RTE. Month Day Year 
; eile ge EMMA FLORENCE WAREHIME og&TH March 8, 19 66 
5. SEX 6. COLOR OR RACE |7, MARRIED [-] NEVER MARRIED []| 8- DATE OF BIRTH 5. AGE (in ears TFUNOER 1 YEAR |IF UNDER 24 HRS, 
st birthday) | Months | Days } Hours | Min. 
female {white WIDOWED Bx] pworceo[]| March 19, 1892 Be ne | | 
10a. USUAL OCCUPATION face kind of workdone! 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
housewife Adams Co., Penna. U.S.A. 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
George W. Erb Mandilla 7 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 4 W tmi t RD il 
215-26-8225 | Amidee L. Warehime "“eStminster 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).} INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ee 
re IMMEDIATE GAUSE (a). 
tf A00 DUE To 
Conditions, If any, which (b) 


gave rise to Immediate ra 7 
cause (a), stating the ( DUE TO i. pee ee eS eee 
underlying cause last. 


(c). 


& | Parti. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART1(@) |19. WAS AUTOPSY 

= \ a a 
a) 2 wen Ocedeane yes [] No [- 
i = | 20a. ACCIDENT WAS UNDERLYING ao 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part I! of Item 18.) 

& } OR CONTRIBUTING (7) CAUSE OF TH 

o | (IF EITHER, NOTI EDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, ODay, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 

3 Hour am. While -— Not While factory, street, office bidg., e' 

a at work at work 


21. | certify that (I) (this hoswitap at ended the deceased from. 19% , to Wer B19 6S | that (I) (we) last 


saw the deceased alive on__V-t4~ 2, ___19_@ ©, and that death occurred at M, from the causes es and on the date stated above. 
22a. SIGNATURE 22b. DATE SIGNED 


; ATTENDING (=~ MED. STAFF 
Ww 5. havokn5— M.D. [2 pirector (1) Puys. ol 3% lét 
2c. PHYSICIANS 


2: ae piss 
}} [MMea own S&S. MARS WE, ey ma\ F A~ 40. Mts u 
23a. BRAC HeMTLON, 23b, DATE THEREOF Re NAME OF CEMETERY OR CREMATORY 23d. Li estwpih Fe or eee 1 1 (State) 
buria 3/10/66 John Miller Mem. Cem. Bachman! s i TeyRoad Me. 


ADDRESS "TO ee forte Chxrde, 7S Vindgh 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


director, page 3 should be detached for use as the burial-transit permit. Then please repro 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in A 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


253 


weig NL 2 DeegeIe fy Ltn, Ziad: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 

? CERTIFICATE OF DEATH. Us632 
Tem bm i 


1. PLACE OF DEATH USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


a. COUNTY ct a, STATE b. COUNTY é 
. - G 
ARRo| MARYLAND Mey lnnd he eo || 
b. CITY OR TOWN (if outside cor porate limits, c. LENGTH OF STAY IN ib || c. CITY OR TOWN (If outside corporate limits, write RURAL and aim bares! town) 


‘ite RURAL i TU) 
Rural 5u ie Ville Yene SYkesv: be. 


Rei NAME OF HOSPITAL~OR TeTITUON (if not In hospital, ‘ street address) || d. STREET ADDRESS e iS RESIDENCE 
Cerend ren) Noksing Home. 3Sprin ag Field Ave. ves] nod 


Last Month Day Year 


3. NAME DF First Middl 4. 3 
Cypereaprinb) ude D. ‘War Cield =) DEATH Mare ey May 


pers. Pages 1 and 2 


any event, within 72 hours after deat! 


Sr eSEX. 6. COLOR OR ae 7. MARRIED [-] NEVER MARRIED [~] | 8 DATE OF BIRTH 3. AGE (in years [IF UNDER 1 YEAR IF UNDER 24S, 
2 ay) {Months | Days | H Min. 
Femme, White WIDOWED [Divorced {(] 9-jf|- 1375 2) pang (aa ee (Ree | a 


10a. USUAL OCCUPATION (Give kind of work done ii Vivi. ounty & State, or foreign country) 
during most of working i fa even If retired) ey E ’ ? 


VSe.u) | Se Mae lon d 


13.” FATHER'S NAME . 14. MOTHER’S MAIDEN NAME 
ohn Delashmut} May Dense 
is WAS DECEASED Pei eeeeEDEOROES? 16. SOCIALSECURITY NO. | i7. INFDRMANT ress 
No = LIS-50-O Mes. Elignbeth Leland « Washragteni O.« 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] ITERVAL center 


10b. nee OF BUSINESS OR 12. CITIZEN OF WHAT 
USTRY COUNTRY? 


Ss 


‘transit permit. Then please remove carbon pa| 


PART |. DEATH WAS CAUSED BY: : ONSET AND DEATH 
J 3.9 1 MMRDIATE CAUSE haste 
] DUE TO ; 

Cenditions, If any, which Wee Te ce 


gave rise to Immediate 
cause {a), stating the ( DUE TO 
underlying cause last. () L404 


act F966 


or attending physician. 


S PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTR LATED TOTHE TERMINAL DISEASE CONDITION GIVEN INF PAI 19. nas ca Me 
rey 

& YES ‘a no [] 
= 20a. ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 

§& | OR CONTRIBUTING [1] CAUSE OF DI 

© | (IF EITHER, NOTI /EDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a Hour a.m. While —Not While factory, street, office bldg., etc.) 

= mM. 19 at work at_work 


21. | certify that (1) (this hospital) attended the deceased from___....___, 19. , 19.26 that_(I) (we) last 
saw the deceased alive ondted —Z.-19 fale, a2, and that death occurred at____M, from the causes and on the date stated above. 


Wa, ge 2b. DATE SIGNED 
A he ee" ATTENDING pp) MED: STAFF g 
rutide & pirector [1] puys. [1 -O-GE 
ro RANE OF CEMETERY Of ae ‘ORY 


22c. PHYSICIAN’S bs. ee ADDRES: 
23d. LOCATION (Cit town or county) (State) 
Comets Sy Kesvi /le wy ; 
25b. RI GISTRAR” 'S SIGNATUR 


ee Mowako £. Maee 
AMAR 14 1956] fOCordas Needge 


lirector, page 3 should be detached for use as the burial 


should be filed with the State Dept. of Health prior to burial, cremation, or removal 
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23a. BURIAL, idee 23b. DATE THEREOF 


EMOVAL (Specify) 3-/0-% 


“ony Th Hayle Ades id 


VR AIS (4) \. 
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———— Oe 
ae Sie wee Co 
— ee, a a re 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, $3653 


— 
re) 


03643 CERTIFICATE OF DEATH 
zB les OF DERTH Za Cet deceased Lier If vestttaon: Residence before admission) 
Carroll MARYLAND. Mary. land “Carroll 


'b. CITY OR TOWN (if outside cor, rpopate limits, c. LENGTH OF STAY IN 1b || c. CITY eh TOWN (if outside corporate Iimits, write RURAL end give nearest town) 


4 yu a as ~ 
] DUE TO ss 
Conditions, If any, which Bev Gate Abo wit Qratorn. 
; (b). 
gave rise to Immediate 
cause (a), stating the ( DUE TO 
underiyIng cause last. (c). 


2 
& SES 
Ss 555 
. oes 
§ 585 
- rt 2 write RURAL and give nearest town) i 
ae See & ter 6 wks. Lineboro &—-/ 
= etn NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 6. 1S RESIDENCE 
Oe 
N ese / 
= 2e6o Carroll County General ves] nob) 
= S85 3. NAME OF, First Middle Last 4 DATE Month Day ‘Year 
= $35 
=e ESE (yee or print) _Samue) __ Warren __Warner ae | 12 _1966 
EB se8 5. SEX 6. COLOR OR RACE 17. MARRIED [3 NEVER MARRIED [_]] 8- DATE OF BIRTH 3. AGE (in years [iF UNDER 1 YEAR IF UNDER 24 HRS, 
Bb wena tbirthday) | Months | Days | Hours | Min. 
8 EEE . wipoweD [-] vivorcep[] |Dece 28, 1902 a 
ie Seer 10a. USUAL OCCUPATION (Give kind of workdone| 10. KIND OF BUSINESS OR TL, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
2 3 Sa during most of working life, even If retired) INDUSTRY COUNTRY? 
se : 

2 gee Proprietor Garage Maryland USA 
8 / S 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
—¥ | 
3  waeor ge He Warner Mandilla Strevi 

3 
$ 4d 15. WAS DECI EVER INU.S. ARMEDFORCES? | 16. SOCIAL SECURITYNO, | 17. INFORMANT ‘Address 
= = Ss (Yes, no, or unkown) | (If yes give war or dates of service) | 14 2 TEs 
8 ss no 70. 3. Samuel W. Warner, Lineboro, Md. 
a ws 18. CAUSE OF DEATH {Enter only one cause per line for (a), ), and {c).] INTERVAL BETWEEN 
eh SS PART 1, DEATH WAS CAUSED BY: (Paid ONSET SNE TE 
REDES oF IMMEDIATE CAUSE (2), GAtie? 
2 Se 
2 
2 


factory, street, 


Hour a ice bidg., et 


3 PART I], OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) |19. jb ae 
ale —— ae , 
L|é pats Urencee ves HY nol] 
= 
= ] 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
§ | OR CONTRIBUTING (1) CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY(Home,farm,| 20f. (City or town) (County) (State) 
8 
= 


While Not While oO 


19 at work at work 
21. | certify that (I) (this hospital) attended the deceased from. 2%. 19.62, to_ Aan lA_, 19.46, that (I) (we) last 
saw the deceased alive on_Ien/ > __19 and that death occurred at_& , from the causes and a the date stated above. 
22a. SIGNATURE g als DATE SIGNED 
ba S Meaghan un TR Gf ie BE OW] Safe 
22c. PI 22d. ADDRESS 
/ | [tees JO ee! Ss. Afesmey b banckic, AF We toh 


Page 4 may be retained by the hospital or attending physic 
TO FUNERAL DIRECTOR: After this certificate has been signed by the atte 


director, page 3 should be detached for use as the bu 
should be filed with the State Dept. of Health prior to burial, 


REMOVAL (Speclfy) 


Burial Lineboro Cemetery Gan 
of 24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY Al TRAR’S seme te 
we e819 Tipton-Eline Hampstead, Ma. te fllonbeg DE a 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requ 


23a, BURIA! ee 5 a oanh 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


=k 


I or attending physician. 


Page 4 may be retained by the hosp! 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physic 
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iraq completely filled in by the funeral 


Sb. 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after deg 


e carbon papers. Pages 1 and 


remov 


be detached for use as the burial-transit permit. Then plea 


tor, page 3 should 


direct 


VR AIS (4) 


20M 


1/65 


cf 


MARYLAND STATE DEP. EALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, M. She 


CERTIFICATE OF DEATH 


1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutton: Residence before admission) 


yaloel sl hb Akko ji aS a, STATE ) mn b. COUNTY C eRe / 


b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and ay nearest town) 


Aural - Sukes vile. Yesks Rural - Sykesville 
d. NAME OF Hi TAL OR INSTITUTION (if not In hospital, give street address) || d. Salhi ADDRESS. e. “garanenee 


Old Ly berty Koad Old Libeaty Rd ves] wo 


3. NAME OF First ? Me Year 
Dectasen Middle Last | 4 DATE 5 fonth Day e 


(Type or print) AN tome tte ee Wa tki NS DEATH fi arch fe) 19 
5 SE 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED[] | 8- DATE OF BIRTH AGE (in years [IFUNDER I PEAR TFUNDER 1 YEAR|IFUNDER 24 HRS. 
Femrle W hi te WIDOWED Bx] oworcen[]|3- G - /¥ 70 % in ‘ay ea Raia ss | ye 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working Jife, even If retired) INDUSTRY ) ‘ OUNTRY: 
Heo sew ite & Bp 5 CENS 1 


13. FATHER'S NAME 14. MOTHER’S MAIDEN NAME 


ond Lawrence. LY Onknrw 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 


No at None |Kybeet Wwetking - Sykesville, Md. 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 


PART |, DEATH WAS CAUSED BY: . : flea stl 
IMMEDIATE CAUSE (a). 3 2 mee) 
DUE TO ‘ d “ 
Genditions, tf any, which ) p » D. 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (©) 


PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TOTHE TERMINAL DISEASE CONDITIONGIVEN INPART ia) [19. Ce uae 


ves] No §) 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Pert I or Part I! of Item 18.) 
OR CONTRIBUTING [7 CAUSE OF DEATH 
(IF EITHER, NOTE! EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,] 20f. (City or town) 
Hour a.m. While Not While factory, street, office bidg., etc.) 
p.m. at work at work 
21. 1 certify that (1) (this-hegpital) attended the deceased from—March _, 1995, TF T eneee 1920, that (1) (we) last 


saw the deceased alive on 2 4, anf that\death occurred ato MS e causes and on the date stated above. 


Wa. ya ; , c DATE SIGNED 
ATTENDING py MED. STAFF 
‘fLo@r D: : ., PHYS. £5] __ birecror C] oO 


N PHYS. 
2c. PHYSICIAN'S 22d. Sore 
| NAME pope = . | 


MEDICAL CERTIFICATION 


3 ae a4 a 


Qs 4 2 €, i306 


23a AeRov cee | ye DATE THEREOF R CREMATORY oes LOCATION (City, town or coun (State) 
ile 2-66 ee. i alt: hd. 
7 ‘Moke, 
IN 


Love eal 


Many Al baie i he, bail ag. “A PRA {OG * florbe op 


: MARYLAND STATE DEPARTMENT OF HEALTH 
t Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR STA 03645 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


HEALTH DEPT. ~ PLACE OF DEATH Z USUAL RESIDENCE (Where deceased lived, If Institution: Reildence Before admission) 
a. COUNTY a, STATE b. COUNTY 
MARYLANO Maryland Carroll 


Carroll 
b. CITY OR TOWN (if outside corporate ilmits, ©. LENGTH OF STAY IN 1D |\c. CITY OR TOWN (If outside corporate limits, write RURAL and giva nearest town) 
wr ta ROR ang give nearast town) , 
Rural Westminster Rural Finksburg j 
d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, glve street address) || d. STREET AOORESS @. IS RESIDENCE 


P.O, Route # 6 P.0. Route # 2 eee 


|. NAME DF First Middle Last 4, DATE Month Oay Year 
DECEASED 


OF 
(Iypa or print) Larry Eugene Weishaar beatH March 131966 
5. SEX 6. COLOR OR RACE |7, MARRIED [~] NEVER MARRIEO faq | & DATE OF BIRTH 8. AGE (in years | IF UNOER 1 VEAR|IF UNOER 24 HRS, 
7 é Jast birthday) (Months | Days | Hours | Min. 
Male White WIOOWED [7] oworced [] |May 15, 1942 23 yrs. 


10a. USUAL OCCUPATION (Give kind of work done | 10b. KiNO OF BUSINESS OR 11.” BIRTHPLACE (Stata or forelgn country) 12. CITIZEN OF WHAT 
during most of working lifa, even If retired) INOUSTRY COUNTRY? 


Armed Forces U.S. Navy Gettysburg, Penna. U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIOEN NAME 
James Marvin Weishaar Mary Louise Waddell 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 


Yes ‘ 21836-2502 |J. Marvin Weishaar R#2, Finksburg, Md. 


18, CAUSE OF DEATH [Enter only ona cause per Ilne for (a), (b)s and (c) y INTERVAL BETWEEN 
Ap , ONSET AND DEATH 


Page 5 may be 


ath. 


@..... 


3 to the funeral 


es 1, 2, and 
rm PM3. 


0 
2 with the State Department 


in (tem 18. Give 


24 hours after hae If any delay 
we, 


PART |. DEATH WAS CAUSED BY: 
IMMEOIATE CAUSE (a). 


it permit. File pages 


in pe 


y 


F 


director, Page 4 should be forwarded to the Chief Medical Examiner's Office alon 


retained for your files. 
TO FUNERAL DIRECTOR: 


[-trans 
rial, cremation, or removal, and in any event within 72 hours after de: 


| DUE TO 
Conditions, if any, which (0) 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c). 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) i WAS AUTOPSY 


tial 


as a bul 


PERFORMED? 


ves [] no [Xf 
202. EXTERNAL CAUSE WAS ib. Pe HOW INfURY, OCCURRED (Epter ne TOP En fAtam 18.) JARI 
PRIMARY Jif or CONTRIBUTING ae rad (Phe GF UA fy z Ly, é 
CAUSE OF-DEATH. iB! ttt ae et he 2 G 
20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCUPREO | 20e. PLACE OF INJURY (Home, farm,| 20f. ty og. town) a 


(chi 
) 
Ue While, — Not While SS A pelts, 
Q at work] at work h R 


MEDICAL CERTIFICATION 


Page 3 should be used 


of Health or its designated agent, prior to bu 


Inspecti Bg, Inquiry |], and in my opinion 
, Homicide [, determined manner [_] 
CHIEF MEDICAL EXAMINER [|] \ 
pos , ASSISTANT MEDICAL EXAMINER 22, DATE 7 


EXAMINER'S Pied “ae pina rh Fe tS 
namectype)_/ We Glenn Spei¢her, sates Rk AG Abad iezeZt ly Cinta 
23a. se ce ATION,| 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) fate) 
Leiiaraay! Methodist Cemetery Gamber, Carroll Co., Md 
URE 


FEL, Mois 25a. REC’O BY REGISTRAR | 25b. ISTRAR’S SIBNATI 
; Taneytown, Md. oafAR {6 1960 pote rig 


Dlease execute the certificate, writing the word “pendin 
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The law re 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


=, 


quires that the death certificate be executed within ‘ hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending ph 


Pages 1 and 


hours after dea; tS 


. carbon papers. 


d-completely filled in by the funeral 
vent, within 72 


ysicia 
leas 
and 


4 


ermit. Then 


Pi 
|, cremation, or removal 


{th prior to burial 


director, page 3 should be detached for use as the buriat-transit 


should be filed with the State Dept. of Heal 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
ReLG OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ae 


03646 CERTIFICATE OF DEATH 13636 
1 ino 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
: TATE b, COUNTY 
Cn Meth MARYLAND ” 
b. Sirona ay ap ae limits, ae c, LENGTH DF STAY IN 1b || c. CITY OR TOWN ff outside corporate limits, write RURAL end give nearest town) 
ve peares ~ aA 
Ateveccevalg, (COR | Prevents AGATE oc | 
d, NAME OF HOSPITAL OR INSTITUTION (fF not I Saat a stypét address) || d. STREET ADDRESS @. IS RESIDENCE 


"ON A FARM? 
; fe Aw 
ey SUSAN CATHERWE WELLER : “thn MRO 3/066 


{COLOR OR RACE) 7, MARRIED [@J-NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE tapes a TYEAR|IF UNDER 24 HRS, 


last bh ‘Months | Days | H Min. 
WZ WIDOWED ["] DivorceD [-] yy CR’ lonths | Days ur 
iL, 


OF gt 
10@. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR RTHPLACE (xe & State, vl ao country) ] 12. CITIZEN OF WHAT 
tired) INDUSTRY COUNTRY? 


Gita Pye MAIDI NAN 


Qin? 


15. WAS DEI 
(Yes, no, of, 


SED EVER IN U.S. ARMED ene heen 


16. SOCIALSECURITY NO. | 17. Keone Ae 
own) | (If yes give war or dates of service) 


~—— ——— s 
18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and #€).1 Mirae ldllr pyaar ue 
PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) S26 tee PP et te lye 4 
4 DUE TO 
Conditions, If any, which (). 


gave rise to Immediete pate 
cause (a), stating the DUE TO a 


A 3 2 — Je F 
underlying cause last. ollnAgats-~ aatinotie POP ee 3 yer) 


S PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) 19. rene ae 
2 SSS eee 
‘ = YES ‘a No [] 
& | 20a, ACCIDENT WAS UNDERLYING iat 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Infury In Part | or Part 1! of Item 18.) 
fj] OR CDNTRIBUTING [} CAUSE OF DEATH 
© | (IF EITHER, NOTI JEDICAL EXAMINER) 
20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm,| 20f. (CIty or town, (County, (Stal 
z NJ Month, Day, Y 20d. INJURY OCCU! LAC f. i 1) ce ) (State) 
= Hour e.m, Wh factory, street, officabldg., etc.) 
“| ss lle Not While 
= p.m. 19 at work[} at work [| 


21. | certify that (I) (this-hospita}) attended the deceased Le Op Joe, todwdi. 3/~ , 194, that (I) dwel-last 
saw the deceased alive phdz,an. “sy _194_¢_, and tHat death occurred afi 20M, from the causes and on the date stated above. 
22a. SIGNATURE 22b. DATE SIGNED 
(War ees Wel Nae a mo. PHYE NS Dintetor C] pave, HAE GE 
220. PHYSICIAN'S v4 = <a 


sans ; 22d. ADDRESS : 
ype. ‘ "4 ee 
ca Z 9S (pt OE 1222 —-Ce ty 224g 
23a. BURIAL, CREMATION,| 2b. DATI We F 23c. NAME OF EMETERY OR GREMATORY 23d. LOCATION (City, town or cp (tate) 
REMOVAL (Specify) asp rea. Ca ~ - 
a | 
24, FUNERAL Pag DRESS 25a, RE 
Es - : De, — hE fh 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mirotS 


03643 CERTIFICATE OF DEATH 


1 


TE CS M. 1 a 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before adjission) 
: arylan . STATE b. COUNTY 
Carroll y abaviane Maryland 


(Rural 


b, CITY OR TOWN (if outside co porate limits, e oe $i nee C. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


iI URAL and gi' 
MDE owes tle. Baltimore City 21217 = 


and completely filled in by the funeral 
je remove carbon papers. Pages 1 and 
id in any event, within 72 hours after dea 


cian 


Th 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET AODRESS 6. phlei 


Springfield State Hospital 1906 Riggs Avenue ves] wo fl 


DECEASED 


(Type or print) James (NMN) Williams DEATH 3 24% 19 66 


|. NAME OF First Middle Last | 4, DATE Month Oay Year 


SEX 6. COLOR OR RACE 17, MARRIED [39 NEVER MARRIED[] | ®& OATE OF BIRTH 9. AGE (In, years [IF UNDER 1 YEAR]|F UNDER 24 HRS, 


last Dirt! 


male Negro wiooweo [] DivoRCEO [] 3~9.21897 69- ie ag | oe | pene 


10a. USUAL OCCUPATION (Give kind of work done| 10b. he OF BUSINESS OR ‘TL. BIRTHPLACE (County & State, or foreign amiss 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


Laborer ooo North Carolina USA 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Washington Williams Sarah Williams 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, of unkawn) | (If yes give war or dates of service) 


no -- unknown Hospital Records 


MEDICAL CERTIFICATION 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).J INTERVAL BETWEEN 


PaRT |. OEATH WAS CausEO BY:  Bdlateral bronchopneumonia omar? OATH 


IMMEDIATE CAUSE (a) 
id / DUE TO 


 csgoail ad o)_Old myocardial infarction La 
gave rise to Immediate 
cause (a), stating the ( DUETO 


underlying cause last. (©) Coronary arteriosclerosis |_ years 


PART I!. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 1 WAS AUTOPSY 


Chronic brain syndrome, cerebral arteriosclerosis with pehaviora 7 Noe 


YES no [} 
20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I! of Item 18.) 
OR CONTRIBUTING (] CAUSE GF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) J 


20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m, While Not White factory, street, office bidg., etc.) 


P.M. awew 19 at_ work |_} aakework er er 

21. | certify that (i (his hospital) attended the deceased from__3=9 1966, to__3=24 19 66, that WpAwe) last 

saw the deceased alive o 1966 _, and that death occurred af? 3OM,"from the causes and on the date stated above. 
22a, SIGNATURE i | 2b. DATE SIGNEO 

¥ ‘ 4 ATTENDING MED. STAFF 

1, bee mp. PHYS. ]_binector [] rvs. k]| 3-24-66 
226. PHYSICIAN'S = 22d. RODRESS 
| NAME (TyPe) Alberto Arengo, M.D. Springfield State Hospital 
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should be filed with the State Dept. of Health prior to burial, cremation, or remo 


- director, page 3 should be detached for use as the burial-transit permit. 


vR AIS (4) 
20M 1/65 


23a. Han pein | 23b. ‘DATE THEREOF 23c. NAME OF oben OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


3 lace | Pe. Aobunr cdo. . Wed. 


ADDRESS. 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
Sob Trl 7 oMAR 29 1966 fenrblag \ascegs a 
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Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phys 


VR AIS (4) 


2DM 


completely filled in by the funeral 
e carbon papers. Pages 1 and 
event, within 72 hours after dea! 


Ss 


7¢ 


ai 
ahd 


p Then pl 
, cremation, or removal, and 


-transit permit. 


director, page 3 should be detached for use as the b 


1/65 


should be filed with the State Dept. of Health prior to bur 


% 


MARYLAND STATE DEPARTMENT OF HEALTH 
Aw OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, Or, 


0364 CERTIFICATE OF DEATH ax 


z PLAGE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


gy Cp as 
MARYLAND 


b, CITY DR TOWN (if outside corporate limit: c. LENGTH OF STAY IN 1b . CITY OR TOWN (If out; orate | ite RURAL Ive nearest town} 
rite RURAL and give nearest. town) § f outsifie corporate limits, wri al ) 


west oe Mo V aA / , 
g; NAME OF HOSPITAL ie Gf not "\ Ital, give street address) |} d. STREET ADDRESS @. IS RESIDENCE 


Varer 


ON A FARM? 
: Bey 216 Cute / ves] wot 
3. NAME DF First Middle 4. DATE Month Day Year 


Last 
ype oF print) (G /s OW Hf elton Bear MArch vad 1964 


5. SEX COLOR OR RACE | 7. MARRIED EVER MARRIED [-] |/A-_ DATE OF BIRTH 9. AGE (in years [iFUNDER 1 YEAR|IF UNDER 24HRS, 


Tee yrs. 


last avi waakae | eve | ui 
a” Ube | wiooweo Fy pivorcen [~] 28> vid | Days | Hours l Min 
r 


|. USUAL DCCUPATION (Give kind of workdone| 1Db. la BUSINESS OR | 1 ‘THPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 


during most of working life, even if retired) COUNTRY? 
/ Wet, Va { tus F 
13. FATHER’S NAME } | eth, NAMI j 


15. WAS DECEASED EVERIIN U.S/ARMEDFDRCES? | 16. SOCIACSECURITYNO. | 17. , INFDRMANT 


23a, BURIAL, CREMATIDN, | ke NAME OF CEMETERY OR CREMATDRY 23d. LOCATION (City, town or county) (State) 


Address 
(Yes, no, or unkown) | (Ifyps viveswar or dates of service) ye _ de lant 
bess IS-45—10 ae MEY? Trelerter—, 4 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).1 ’ INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: CO ) "q aT ae Bie ter 
> IMMEDIATE CAUSE (a). 


ins am, mice)  ehnel Antinrches | / 
Cenditions, If any, which () 
gave rise to Immediate . ie Tae 


cause (a), stating the ( DUE TO 
underlying cause last. (©) 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING/(O DEATH BUTNOT RATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) |19. BE AS AUTOPSY 


Yes [] ND 


2Da. ACCIDENT WAS UNDERLYING 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
DR CDNTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME DF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (CIty or town) (County) (State) 
Hour a.m, While — Not While factory, street, office bldg., etc.) 
p.m. 19 at work[_] at work 


21. | certlfy that (H)tthis hospital) attended the deceased from. 19: , 1926, that 
saw the deceased alive on. 1964, and that death occurred até/%/o 4M, from the causes and pn the date stated above. 
22a. a 1 |*. DATE SIGNED 
| Pope M.D. PHYS a pinector [] PHYS. eihdi? 
2c. PHYSICIAN'S W 4 pent! ay 22d. ADDRESS ro fe 
> We Fo ar ALD | Awchester A 


MEDICAL CERTIFICATION 


Buriat” | 3-24-66 irkridge Presbyteri Carroll Co. Md. 


24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 


Tipton-Eline Hampstead, Md. oMAR 18 1866 


